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Sorrel, Sorrel-Déjerine, and Gigon: One Hundred 
and Nine Cases of Fracture of the Skull in 
Children (A propos de 109 cas de fractures du 
crane chez les enfants). Presse méd., Par., 1937, 
45: 761. 

Over a period of four years the authors studied 
tog cases of skull fracture in children whose ages 
ranged from three months to fifteen years. In this 
connection they noticed that skull fractures in 
children take a relatively benign course even if the 
symptoms at the onset are very severe. They heal 
very rapidly and, as a rule, do not cause permanent 
complications. 

In 87 cases the authors were able to ascertain the 
exact site of the injury: there were 50 isolated frac- 
tures of the cranial vault, 22 cases of fracture of 
the base of the skull, and 15 cases involving both the 
vault and the base of the skull. The extent of the 
injury did not seem to be proportional to the severity 
of the clinical signs. The authors observed also 
several types of relatively rare fractures of the skull 
among this series of children. 

Meningo-encephalic complications were relatively 
frequent. The authors observed 4 extradural 
hematomas. In another 4 cases there was a tear of 
the dura mater. 

The incidence of subdural hematoma, including 
in this group all cases with diffuse hemorrhage, was 
limited to 9 cases. Not a single case of cerebral 
edema was observed in the entire series, and also 
no case of ventricular blockage was reported. 

Concerning the indications for surgical inter- 
vention, the authors depend mainly upon the modi- 
fications of the pulse. They observed that soon 
after the accident the pulse is accelerated, the 
average rate being between 140 and 180 beats 
per minute. With a favorable course of events 
the pulse rate soon decreases spontaneously and 
becomes normal in from six to eight days. If the 
fast pulse persists, however, or if the pulse becomes 
weak and irregular, the case is potentially a surgical 
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one and should be watched very carefully. Pulse 
readings in such cases should be taken every hour. 
In certain cases the character of the pulse is the 
only criterion for surgical intervention. 

The neurological signs observed in connection 
with skull fractures in children include convulsive 
seizures, paralysis of the extremities and of the 
cranial nerves accompanied by hemianopsia and 
aphasia. Another important sign is a muscular 
hypotonia which is manifested by a hyperextensi- 
bility of various portions of the extremities and a 
diminution of vivacity of retraction upon drastic 
stimulation. In their series, only 4 children showed 
mydriasis. Of the latter, 3 recovered without 
operation, and in the fourth child the mydriasis dis- 
appeared spontaneously in the course of a few days. 
In the other cases the mydriasis persisted and was 
found to be present even three years following the 
accident. 

The authors performed spinal punctures and 
measured the pressure of the cerebrospinal fluid. 
The presence of blood in the fluid often confirms 
the diagnosis of skull fracture, but in the authors’ 
series it was found to be of little value as a criterion 
for surgical interference. 

The total mortality in the authors’ series was 22 
per cent. Death occurred invariably within the 
first forty-eight hours. Of the 85 surviving patients, 
53 recovered spontaneously and 32 required surgical 
intervention. 

The authors conclude that in children the prog- 
nosis of fracture of the skull is good. In surgical 
cases, the operation should be performed as soon 
after the accident as possible. 

-Ricwarp E. Somma, M.D. 


Axhausen, G.: The Operative Correction of Ac- 
quired Facial Asymmetry (Die Operative Kor- 
rektur der erworbenen Gesichtsasymmetrie). Deut- 
sche Ztschr. f. Chir., 1937, 248: 533. 


The author reports his rich experiences in the field 
of acquired asymmetry of the face. This condition 
usually results from the severe forms of acute osteo- 
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myelitis of the lower jaw. The shortening may be 
due to a loss of substance in the horizontal part of the 
lower jaw, or may be due to a terminal or residual 
defect after the infection. In both instances the chin 
is pulled toward the affected side and at the same 
time pulled backward. On the well side the lower 
jaw is smoothed or flattened so that facial symmetry 
is lost. The author differentiates several types of 
asymmetry: 

1. Those cases in which there is almost complete 
occlusion of the teeth. In this group the author re- 
frains from operative lengthening of the shortened 
lower jaw, since this procedure would necessarily 
interfere with the existing good occlusion and excel- 
lent mastication. 

2. The second group includes those cases in whom 
occlusion is defective or bad. In these an operative 
elongation of the abbreviated lower jaw must be at- 
tempted. The extent of the procedure depends on 
whether the asymmetry has resulted only recently, 
or whether it is of long standing. Since the author 
makes the state of occlusion the guiding principle in 
his classification of acquired facial asymmetry, he 
determines the choice of operative procedure on the 
occlusal state of the dentition likewise. Occlusion is 
the chief point of interest; the cosmetic appearance 
is secondary. The author has operated upon a num- 
ber of patients with horrible deformities. The cor- 
rection with bone inlays and rubber appliances gave 
most excellent results. The technical points are best 
followed in the original article, as they are difficult 
to comprehend without illustrations. A noteworthy 
procedure is the author’s use of a tibial implant cov- 
ered with periosteum which is implanted subcutane- 
ously and is later placed into the defect in the lower 
jaw. (VoGELER). Jacos E. Kietn, M.D. 


Dubecq, X. J.: Morphological, Physiological, and 
Clinical Researches on the Mandibular Menis- 
cus; Habitual Dislocation and Temporomaxil- 
lary Cracking of the Jaw (Recherches morpholo- 
giques, physiologiques et cliniques sur le ménisque 
mandibulaire: luxation habituelle et craquements 
temporo-maxillaires). J. de méd. de Bordeaux, 1937, 
114: 125. 

Dubecq has given a concise review of the re- 
searches on the mandibular meniscus, and from his 
study thinks that all names, such as snapping jaw 
and cracking jaw, should be discarded and the term 
“painful cracking of the jaw” substituted. He states 
that the triad of symptoms of pain, cracking, and 
eventually blockage should justify recognition of the 
“‘syndrome of the mandibular meniscus.” This triad 
of symptoms is not always present, however, as pain 
is frequently absent and there may be early blockage 
in cases due to trauma of orthodontic manipulation 
or tooth extraction. 

In Dubecq’s description it is pointed out that the 
mandibular meniscus is an intra-articular fibrocarti- 
lage that is movable, and the main function of which 
is to deaden the blow of the condyle in the glenoid 
and against the auditory canal. It may be affected 
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by disease or trauma, and may be worn through 
when the teeth are lost. In the dog the meniscus 
may be removed without producing symptoms, and 
if traumatized in situ blockage of movement de- 
velops. This blockage finally disappears because of 
complete absorption. In Dubecq’s patients pain was 
an almost constant finding, followed by cracking, 
and only occasionally by blockage. Dubecq has 
divided the patients observed into three groups on 
the basis of treatment: (1) those treated conserva- 
tively, without operation; (2) those given alcohol 
injections into the joint, and dental appliances to 
correct occlusion or limit the opening; (3-a) those 
operated on the glenoid or articular tubercle to block 
the opening with local bone grafts; and (3-b) those 
operated on the capsule or the meniscus for reefing 
them, and those in which a total removal of the - 
meniscus was done. This last procedure was the 
most favored and was done in eleven of thirty cases. 
James B. Brown, M.D. 


EAR 


Ashley, R. E.: Postauricular Fistula. 
Rhinol. & Laryngol., 1937, 46: 477- 


The author discusses various methods of repairing 
postauricular fistule and reports in detail his tongue- 
flap operation. He lists the advantages of this opera- 
tion as follows: 

The fistula is permanently closed. 

The cosmetic results are excellent. 

Tissue contiguous to the fistula is used in its re- 
pair, and therefore only one operation is required. 

The operation is simple and requires very little 
time. 

There is little danger of the wound breaking 
down, because of the rich blood supply and the well 
known rapid healing of the scalp. 

The cavity is lined with periosteum, the natural 
covering of bone. 

The flaps contain all the elements required for 
rapid healing and infection resistance, i.e., fat, 
muscle, a good blood supply, and periosteum rich 
in antibodies. 

The operation is satisfactory for closing all types 
of postauricular fistule, including those complicated 
by extensive loss of tissue. 

James C. BRASWELL, M.D. 


Hadjopoulos, L. G., and Bell, J. W.: Direct Versus 
Intermediate Pathways in Infections of the 
Mastoid. Arch. Otolaryngol., 1937, 25: 601. 


In contrast to the general belief that the common 
source of infection of the mastoid is through the 
natural anatomical atria, the eustachian tube, tym- 
panum, antrum, and mastoid cells, the authors 
bring evidence to support the less accepted theory 
that the major and more important sources of infec- 
tion of the mastoid are the blood and lymph chan- 
nels of the adjacent mucosa. 

An attempt to demonstrate streptococci in mas- 
toid tissues failed to show streptococci diffusely dis- 
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seminated in such tissues. On the contrary, the 
streptococci were found to be strictly localized in 
certain channels in the tissues, of which some were 
definitely venous, others lymphatic, and still others 
indefinite as to origin but definite in outline. 

James C. BraAsweLt, M.D. 


PHARYNX 


Lahey, F. H., and Hoover, W. B.: Pharyngo-Eso- 
phageal Diverticulum. New England J. Med., 1937, 
216: 591. 


The authors report fifty-three cases of diverticula 
of the esophagus, forty-three of which occurred in 
the male. 

Nearly all of the patients complained of difficulty 
in swallowing, regurgitation, gurgling noises in the 
neck, choking, strangling, or coughing attacks, in 
the given order of frequency. 

Diverticula are believed to be due to obstruction 
of the upper end of the esophagus, which interferes 
with the ready passage of food. This increased pres- 
sure produces a herniation of the pharyngeal mucosa 
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through the weak portion of the wall of the hypo- 
pharynx. There is considerable speculation as to 
the manner in which this obstruction takes place. 
Many believe there is an incodrdination between 
the cricopharyngeal muscle and the constrictor 
muscles of the pharynx. 

The diagnosis is relatively easy from the clinical 
history and is easily verified by means of the roent- 
gen rays. 

The operation is done in two stages from ten to 
twelve days apart, and the most important pro- 
cedure is the complete freeing of the neck of the sac 
from all encircling muscle fibers. 

The most common complication was temporary 
fistula from the pharynx to the skin incision. Post- 
operative dilatation was carried out in all cases in 
which it was possible, with a modified Plummer 
dilator which was passed over a previously swallowed 
string. 

Two patients had a complete recurrence of the 
sac, and nineteen showed a little barium retention, 
but eleven of the latter were free from symptoms. 

Joun F. Detpn, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Cox, L. B.: Tumors of the Base of the Brain: Their 
Relation to Pathological Sleep and Other 
Changes in the Conscious State. Med. J. Aus- 
tralia, 1937, 1: 742. , 

There is almost a unanimity of opinion that con- 
sciousness is a cortical function. However, experi- 
ments on animals and circumscribed lesions, mostly 
small tumors, in man have clearly indicated that the 
cerebral cortex is under control from two areas: one 
in the anterior part of the third ventricle, which in- 
creases consciousness; the other in the posterior 
part, the central gray matter of the aqueduct and 
the medulla, which decreases consciousness. In man 
tumors of these regions have caused such phenomena 
as drowsiness, hypersomnia, trance-like states, 
periods of apathy, catatonic states, alterations in 
disposition, disorientation, memory impairment, 
and mental excitement. In certain cases removal of 
the tumor resulted in recovery from the abnormal 
mental state. The author agrees with Pavlov and 
others in relating sleep to an inhibitory process. He 
explains conditions of decreased consciousness as 
disturbances of the sleep mechanism. Lesions in the 
anterior part of the third ventricle are associated 
with hyperactivity and exalted consciousness. It is 
recognized that the activity of the thalamus and 
hypothalamus is concerned in the conscious state. 
Lesions of these nuclei cause, inter alia, emotional 
disturbances. The author believes that the region 
of the brain stem, hypothalamus, and basal ganglia 
may be of importance for the better understanding 
of the problems of insane conduct. 

Davin J. Ipastato, M.D. 


Carrillo, R.: Parasellar Tumors (Tumores parasel- 
lares). Semana méd., 1937, 44, 1245. 


The purpose of the present study is to supplement 
the data on the ventriculography of parasellar tu- 
mors by adding the results obtained with lipiodol. 
Carrillo reports six operated cases, one “‘pure’’ para- 
sellar, two each with temporal and frontal extensions, 
and one with an intrasellar extension. He gives de- 
tailed descriptions, accompanied by sketches, of the 
iodoventriculograms and compares the information 
given by them with that obtained with pneumog- 
raphy and simple radiography. 

From the anatomical, clinical, and radiological 
standpoints, the tumors of this region are classified 
as: intrasellar or adenomas; presellar or optic nerve 
gliomas; retrosellar or adamantinomas or cranio- 
pharyngiomas; clastosellar or giant tumors which 
totally destroy the sella; intra-extrasellar; infundib- 
ular, which are properly called tumors of the third 
ventricle; and parasellar tumors. The author sub- 
divides the last group according to the direction of 
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growth into tumors with frontal, temporal, or intra- 
sellar extension, and “pure” encapsulated parasellar 
growths which remain in situ. The pure form and 
those with temporal extension arise from the greater 
wings of the sphenoid; the frontal and those invad- 
ing the sella, from the lesser wings. Tumors of the 
greater wings are characterized by exophthalmos, 
the syndromes of Foster Kennedy and of the sphe- 
noidal fissure, and integrity of the visual fields. 
Those of the lesser wings produce bilateral optic 
atrophy and changes in the visual fields. The frontal 
and sensorimotor symptoms are due to compres- 
sion of the anterior and middle cerebral arteries, 
respectively. 

The author’s conclusion is that only ventriculog- 
raphy with iodized oil permits a definite diagnosis 
of affections of the chiasm and adjacent regions. 
Roentgenograms may prove the existence of a tumor 
if there is erosion of the roof or a triangular enlarge- 
ment of the optic canal, but they do not show the 
size and shape of the tumor or the direction of its 
growth. In every case of sellar and parasellar tumor 
roentgenograms of the optic foramen should be 
made. The ventriculograms of parasellar tumors 
with lipiodol are characterized primarily by a de- 
formity or filling defect of the sphenoidal pole, and 
secondarily by deviations or deformities of the third 
ventricle and frontal pole. Each type of parasellar 
tumor has its peculiar picture. The alteration of the 
sphenoidal pole is an early sign, common to all types, 
and extremely characteristic. Similar but slighter 
changes are found in tumors of the temporal lobe. 
In pneumograms, the condition of the sphenoidal 
pole, infundibulum, and optic recess is not clear. 

There are five well-defined pictures with lipiodol at 
the level of the sella: hypophyseal tumors; parasellar 
tumors; serous arachnitis; fibro-adhesive arachnitis 
of the chiasmatic cistern; and basal meningitis. 
Their differential diagnosis would be very proble- 
matical without the use of iodized oil. 

The article is accompanied by references, photo- 
graphs, perimetric charts, ventriculograms, and 
sketches of the tumors. M. E. Morse, M.D. 


Chavany, J. A., and Placa, A.: Hemiplegia from 
Brain Tumors and Especially from Tumors of 
the Hemispheres (L’hémiplégie dans les tumeurs 
cérébrales et spécialement dans les tumeurs des 
hémisphéres). Presse méd., Par., 1937, 30: 569. 


This study of hemiplegia is based upon forty-five 
cases which were verified either at operation or 
necropsy. Two thirds of the tumors were benign, 
one third malignant. 

Ordinarily the initial symptoms of brain tumor 
result from intracranial hypertension and the diag- 
nostic problem is one of localization. When hemi- 
plegia is the first symptom the problem is reversed 
and becomes a matter of etiology. 
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Rapidly developing flaccid paralysis is indicative 
of a destructive lesion of the pyramidal tract. Slowly 
developing paralysis with evidence of stimulation, 
such as contractures, is caused indirectly by pressure 
on the pyramidal tract. In the former, signs of intra- 
cranial pressure are absent and the paralysis is the 
initial symptom. In the latter, other symptoms of 
intracranial disturbance will precede the paralysis, 
for example, jacksonian attacks and choked discs. 
Tumors located in the anterior part of either the 
temporal or parietal lobe and less commonly in the 
temporo-occipital region exert pressure and cause 
paralysis by the so-called ‘“‘temporal cone of com- 
pression.” This was shown by Vincent in 1930 and 
1936. The internal portion of the temporal lobe ex- 
erts pressure on the mesencephalon. Occasionally 
the hemiplegia is homolateral because of compres- 
sion of the hemisphere on the side opposite the tumor. 

The prognosis of hemiplegia due to tumor varies 
widely and depends upon the structure of the neo- 
plasm. All the meningeal tumors and the well differ- 
entiated gliomas have a favorable out-look. Cellular 
astrocytomas and glioblastomas, on the contrary, 
give a hopeless prognosis. 

Clinically the hemiplegia seldom fails to be pre- 
ceded by prodromal symptoms, of which hypotonia 
of an extremity is of major importance. The paraly- 
sis succeeds the hypotonia and spreads more or less 
rapidly to become hemiplegic. Jacksonian attacks 
are not infrequent, but they have localizing value 
only if the distribution of the crises is constant. 

There is no means of knowing whether a tumor is 
intracerebral or extracerebral, but the course of the 
symptoms reveals quite accurately the benign or 
malignant character of the growth. When the pre- 
paralytic phase is prolonged, marked by jacksonian 
attacks or by limited paresis with contracture, some 
such benign tumor as a meningioma may be sus- 
pected. In this type of case the signs of intracranial 
hypertension are absent. 

With malignant tumors, hypotonia, paresis, and 
paralysis develop in rapid succession and jacksonian 
attacks occur rarely. Tumors of the left temporal 
lobe may cause speech defects somewhat prior to the 
paralysis. The latter may become complete within 
as short a period as two or three weeks. It is 
always flaccid. At the same time papilledema usu- 
ally appears. 

Between the two extremes just described there are 
intermediate forms due to the less malignant gliomas. 

A hemiplegia that is the result of a ‘temporal cone 
of compression’’ occurs in patients already showing the 
general symptoms of brain tumor. The paralysis is 
most apt to appear suddenly after a lumbar puncture. 

Finally, a few cases have been observed in which 
hemiplegia has suddenly occurred without other 
symptoms. Usually the tumor proved to be meta- 
static but occasionally it has been primary in the 
brain. The paralysis has been known to regress or re- 
main stationary, adding to the difficulties of diagnosis. 

The authors discuss in detail the special meth- 
ods of neurological diagnosis and sound a warning 
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against lumbar puncture in patients suspected of 
having a brain tumor. AtBert F, De Groat, M.D. 


Saralegui, A. F.: Tumors of the Third Ventricle 
from the Viewpoint of Clinical Surgery (Con- 
sideraciones generales sobre los tumores del tercer 
ventriculo desde el punto de vista clinicoquirtrgico). 
Arch. argent. de neurol., 1936, 15: 117. 


Saralegui reviews, with references to reported 
cases, the anatomical classification, symptomatol- 
ogy, diagnosis, and treatment of tumors of the third 
ventricle. Although disturbances of the tubero-in- 
fundibular-hypophyseal system are very suggestive, 
they are variable’and occur also in a considerable 
number of inflammatory and infectious conditions, 
in which, in fact, they are more constant than in 
tumors. The neurological symptoms also are incon- 
stant, complex, common to other localizations, and 
often misleading. For a rapid and decisive diagno- 
sis, there are two methods: perimetry and ventricu- 
lography with iodized oil. 

The author reports a case of a large craniopharyn- 
gioma which invaded the third ventricle. The pa- 
tient, a youth of twenty years, complained of a rapid 
loss of vision, which began suddenly two weeks be- 
fore admission to the hospital. There was bilateral 
optic atrophy, and the mental reactions were slow. 
The diagnosis of tumor of the third ventricle occlud- 
ing both foramina of Munro was made by means of 
encephalography.with lipiodol. The intraventricular 
growth was destroyed with the electrocautery; the 
approach was made across the corpus callosum. The 
patient died in coma seventeen days after operation. 
At autopsy, it was found that the tumor had de- 
stroyed the hypophysis and invaded the chiasm and 
optic tracts. 

A bibliography is included. M. E. Morse, M.D. 


Weinberg, M. H., Mellon, R. R., and Shinn, L. E.: 
Two Cases of Streptococcic Meningitis Treated 
Successfully with Sulfanilamide and Prontosil. 
J. Am. M. Ass., 1937, 108: 1948. 


The authors report two cases of streptococcic 
meningitis which were treated successfully with sulfa- 
nilamideand prontosil. The first case was that of a boy 
aged seventeen years who developed streptococcic 
meningitis associated with otitis media with mastoid 
involvement. He was given 5 c.cm. of prontosil 
muscularly three times a day for three days, 5 c.cm. 
twice a day for one day, and 5 c.cm. once a day for 
two days. The sulfanilamide was given orally, 1 
tablet six times a day for five days. The boy’s 
temperature fell 3 degrees on the first day of treat- 
ment, and by the fourth day he showed marked 
improvement. A complete recovery followed, ex- 
cept for occasional diplopia and dizziness. 

The second patient, a girl ten years of age, like- 
wise had a streptococcic basal meningitis associated 
with otitis media. She received 5 c.cm. of prontosil 
intramuscularly four times a day for two days. 
Sulfanilamide was given orally as follows: 5 grains 
every four hours for two days, 5 grains every two 
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hours for two days, and ro grains every two hours 
for two days. The sulfanilamide was then adminis- 
tered rectally, 15 grains every six hours for two days 
and 10 grains every six hours for two days. Despite 
the original moribund condition of the girl, general- 
ized improvement was noted after forty-eight hours. 
On the ninth day after treatment a slight yellowish 
tint of the skin was noted. A moderate secondary 
anemia was present. The patient recovered except 
for a partial paralysis of the left third nerve. 

The authors believe that sulfanilamide and pron- 
tosil should be used promptly in cases of strepto- 
coccic meningitis. RosBert ZOLLINGER, M.D. 


PERIPHERAL NERVES 


Platt, H., Woods, Sir R. S., and Bentley, F. H.: 
A Discussion on Injuries of the Peripheral 
Nerves. Proc. Roy. Soc. Med., Lond., 1937, 30: 863. 


Platt’s presentation is based upon eighty-nine 
cases of peripheral nerve lesions, all occurring in 
Platt’s private practice. Platt is concerned with the 
prognosis and treatment of (1) nerve injuries accom- 
panying fractures and dislocations, such as disloca- 
tions and fracture-dislocations of the shoulder joint, 
radial nerve lesions in fractures of the humerus, 
nerve lesions in fractures and dislocations of the 
elbow, and external popliteal lesions; (2) nerve 
injuries due to penetrating wounds; (3) traction 
lesions of the brachial plexus, such as birth palsy 
and traction lesions in the adult. It has been his 
experience that the ultimate outlook is good in cir- 
cumflex palsy, as well as in lesions involving the 
infraclavicular plexus trunks when the head of the 
humerus is dislocated. Many primary lesions pro- 
gress to almost complete cure without surgery, but 
secondary lesions always require scar excision and 
open reduction. He advocates conservatism in the 
treatment of radial-nerve injuries in the humerus 
fracture, believing that if operation is withheld for a 
few months many cases will show spontaneous re- 
covery. He reiterates the common warning, “either 
of these important nerves (the ulnar and median) 
may be completely divided through a tiny wound, 
and that in all penetrating wounds in the lower half 
of the forearm a careful test of (a) median and ulnar 
nerve function, and (b) flexor tendon function, 
should be made’’. He is pessimistic about the results 
of brachial-plexus surgery in cases of birth palsy, and 
admits that attempted repair of traction lesions of 
the plexus in the adult is usually disappointing, but 
that, at least, exploration does establish a definite 
diagnosis and may be a guide in a program of physi- 
cal therapy. 

Woods emphasizes the importance of proper exam- 
ination of peripheral nerve lesions, and accurate 
observations of “‘skin and other sensibility, voluntary 
muscular control, and electrical responses of all 
relevant muscles by all the means that are clinically 
practicable.”’ He offers, too, a summary of the physi- 
ology of nerve and muscle response to electrical 
stimulation. 
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Bentley deals with the necessity for accurate end- 
to-end apposition in nerve suture, urges the necessity 
of fine silk suture material, and on the basis of some 
experiments of nerve grafting in cats, arrives at the 
conclusion that it is doubtful whether long ‘“‘homeo- 
grafts,’ such as nerve tissue taken from another 
individual or cadaver, would be successful in man. 

Joun Martin, M.D. 


SYMPATHETIC NERVES 


Ljvraga, P.: Experiments for a Surgical Cure of 
Diabetes Mellitus. LV: Bilateral Resection of 
the Splanchnic Nerves (Esperimenti per una cura 
chirurgica del diabete mellito. IV: La resezione bi- 
laterale degli splancnici). Clin. chir., 1937, 13: 253. 


The author summarizes the findings in his experi- 
ments as follows: 

Ligature of a great part of the pancreas does not 
cure diabetes. Ligature of the salivary ducts, in- 
cluding Stenson’s duct, does not alter the diabetic 
course. Enervation of the suprarenal glands does 
not result in a clinical cure. Thyroidectomy causes 
a diminution of the blood sugar as well as myxe- 
dema. Administration of thyroid causes a return of 
the high blood sugar. Bilateral splanchnicectomy 
does not change the sugar metabolism appreciably 
in diabetic animals. Davin Impastato, M.D. 


Braeucker, W.: Surgery of the Lumbosacral Sym- 
pathicus (Die Chirurgie des lumbosacralen Sym- 
pathicus). Verhandl. d. 10 Kong. internat. Ges. 
Chir., 1936, 2: 23. 

The author has in the past ten years performed a 
total of 287 operations on the lumbosacral sym- 
pathicus, including periarterial sympathectomies. 
The widely held opinion that periarterial sym- 
pathectomy is particularly dangerous or, at least, 
entirely without effect, is false. However, it is 
indicated only in true Raynaud’s disease, in certain 
trophic ulcers, in causalgias, and in a few forms of 
reflex dystrophy of the extremities. In these condi- 
tions it is capable of producing very successful 
results. On the other hand, in arteritis obliterans it 
is useless. The author has never found any compli- 
cations following periarterial sympathectomy. 

Operations on the sympathetic trunk and other 
parts of the lumbosacral sympathetic system, in 
cases in which there has been thorough anatomical 
orientation and preparation, cannot be designated 
as particularly dangerous. Of his patients with 
arteritis, the author lost one because of embolus and 
two because of postoperative pneumonia. The 
most frequent complication, in eight instances, was 
postoperative circulatory shock. In one such case, 
which was accompanied by disquieting symptoms 
of angina pectoris and pulmonary edema, the condi- 
tion was controlled by an injection of novocain into 
the stellate ganglion. These circulatory disturbances 
are attributed to a special lability of the sympathetic 
nervous system and blood-letting is recommended 
especially for their treatment. 
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Paralyses or other functional discrepancies on the 
part of bladder, intestine, or sexual organs were not 
observed in a single case. Some of the patients 
operated upon believed that they experienced in 
themselves a gratifying rejuvenation. 

In the matter of the function of the sympathetic 
nervous system, the Langley-Koelliker theory of 
separation into a sympathetic and a parasympathetic 
antagonistic system is rejected and a unitary theory 
is adopted, in which the entire sympathetic system 
is conceived as a gigantic syncytium, spreading 
net-like throughout the entire body and the entire 
nervous system and in whose peripheral composition 
the sympathetic trunk with all its branchings, the 
vagus, and the whole of the cerebrospinal nerves 
take a part. Each organ is provided with peripheral 
nerve centers, located in its terminal plexus, which 
are responsible for the acceleration or retardation of 
the organ’s functioning. Following separation from 
the higher centers these centers are the bearers of 
the autonomy by which the organ continues to live 
and function. If the peripheral centers are detached 
from the higher centers by means of surgical division 
of the conduction paths, they are withdrawn from 
the inhibitive effects of the central nervous system. 
The emancipated peripheral centers respond with a 
marked, active vasodilatation as evidence of intense 
irritation. This condition returns after a few weeks 
to a moderate degree of tonus, though still somewhat 
altered from the original condition. All the ganglia 
and other peripheral centers have the character of 
reflex centers, independent within their own territory 
and capable under certain conditions of throwing 
back again, without participation of the higher 
centers, the stimuli pouring in from the periphery. 
Langley’s hypothetical axon reflexes are in reality 
true peripheral reflexes. 

The task of surgery of the sympathicus is the 
removal of the diseased centers, the interruption 
of pathological reflexes, and the removal of the pe- 
ripheral center from under the domination of an 
abnormal tonus and placement under a new, au- 
tonomic tonus. A special section is devoted to the 
results obtained by the author in the treatment of 
diseases in the lumbosacral region of the sym- 
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pathicus. The extremely rare Raynaud’s disease of 
the lower extremities, even in its most severe forms, 
may be cured by periarterial sympathectomy and 
resection of the sympathetic trunk. The same is 
true also of erythromelalgia. In arteritis obliterans, 
of one or both legs, resection of the sympathetic 
trunk is indicated, and the results from lumbosacral 
sympathectomy are essentially better than those 
from lumbar sympathectomy alone. Of 96 patients, 
approximately 47 per cent recovered permanently 
and were completely able to resume their work, 
while 42 per cent received no benefit whatever from 
the treatment. In 24 patients with arteritis widely 
extended throughout the vascular system, the left 
suprarenal gland was extirpated, and in 16 of them 
an additional thoracosolar sympathectomy was 
done. By this means good results were obtained in 
56 per cent of the patients. In 11 patients with 
locally circumscribed arteritis, arterial resection was 
undertaken. 

Under the designation ‘‘generalized dystonia,” a 
morbid condition in a girl of seventeen years was 
described, wherein slowly progressive failure of the 
total smooth musculature resulted ultimately in 
death. The cause was found to be a degenerative 
disease of all the sympathetic ganglia. There are 
also reported 2 cases of high blood pressure which 
were cured by extirpation of the left suprarenal 
gland together with thoracosolar sympathectomy. 

The author then discusses the physiology and 
pathology of the plexus coeliacus together with the 
possibilities of surgically attacking this section of 
the nervous system. This discussion is of importance 
also for other pathological conditions, as for in- 
stance, gastric ulcer. 

In conclusion there is a discussion of the patho- 
genesis and surgical treatment of megacolon, painful 
and functional diseases of the pelvic organs, ampu- 
tation-neuroma, causalgias, hyperhidrosis, cutaneous 
diseases, trophic ulcer, and reflex dystrophies of the 
extremities. With the last group acute osseous 
atrophy, traumatic edema, traumatic arthritis and 
peri-arthritis, and arthritis deformans are also 
discussed. 

(H. W. PAEssteR). JoHN W. BRENNAN, M.D. 
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CHEST WALL AND BREAST 


Ljvraga, P.: Ovarian Hormones in the Etiology of 
Cystic Mastitis (Gli ormoni ovarici nella eziogenesi 
della mastopatia cistica). Clin. chir., 1937, 13: 291. 


The author studied the effects of small repeated 
doses of folliculin and lutein over considerable pe- 
riods on the mammary glands of adult virgin rats. 
The first series of forty-five animals was given six rat 
units of cristallovar daily for the first sixty days, 
twelve units for the same period, and twenty-four for 
the next four months. At the end of the first month, 
the glands showed no special differences from the 
controls. At the end of four months, and still more 
marked after eight months, there was a notable di- 
latation of the entire duct system with a diffuse 
adenomatous proliferation of the glandular epithe- 
lium. The cells were entirely normal in appearance. 
There was a slight secretion, and the connective tis- 
sue showed/a moderate number of fibroblasts and a 
mild eosinophilic infiltration. Two months after the 
injections were stopped, these changes had regressed 
and left only a slight increase of connective tissue. 

A second series of thirty rats was given 0.3 c.cm. of 
luteal daily for the first two months, 0.5 c.cm. for the 
same period, and 1.0 c.cm. for the succeeding four 
months. Beginning with the first month, there was 
an increasing uniform diffuse hypertrophy of the 
gland tissue with marked secretion, accompanied by 
dilatation of the ducts, conspicuous hyperemia, and 
edema of the connective tissue. There was no epithe- 
lial proliferation. Two months after the end of treat- 
ment, the secretion had ceased and the epithelium 
and ducts had returned to their original appearance. 
The hyperemia, however, had not entirely disap- 
peared and the connective tissue had becomie dense. 
At the periphery of the gland were some minute 
cysts, lined with flattened epithelium and filled with 
secretion. 

These findings certainly bear little resemblance to 
cystic mastitis. Nevertheless, in view of the clinical 
evidence, it may be considered that in this disease 
there is an ovarian dysfunction which results in a 
disturbance of the normal cycle with a shortening of 
the resting phase. Possibly these disturbances are 
due to biochemical changes in the ovarian hormones, 
or to interference with other hormones, particularly 
that of the anterior lobe of the pituitary, with the re- 
sult that the breast is subjected to conflicting prolif- 
erative and congestive secretory stimuli. Acting ina 
closed circle for years, these stimuli may be rein- 
forced by inflammation of the stroma, which would 
exaggerate the tendency to cyst formation. This hy- 
pothesis does not exclude other factors. 

The author has had good results in cystic mastitis 
from the use of folliculin. The improvement is prob- 
ably functional rather than anatomical. Whether 
the effect is due to dilatation of the ducts which fa- 
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cilitates resorption of the secretion, or to a modera- 
tion of the lutein phase, it is impossible to say. Re- 
moval of the breast is indicated only in elderly 
women with a rapid atypical proliferation, proved by 
biopsy. 

The author reviews some of the important clinical 
and experimental literature and gives an extensive 
bibliography. Microphotographs accompany the 
article. M. E. Morse, M.D. 


Moelling, E.: Diagnostic Excision of the Female 
Breast (Die diagnostische Excision an der weibli- 
chen Brustdruese). Beitr. 2. klin. Chir., 1937, 165: 
192. 

This is a lengthy article on biopsy of the female 
breast with a consideration of the advantages and 
disadvantages of the procedure. The author is of the 
opinion that the advantages outweigh any harm 
which may result. Even aside from the diagnosti- 
cally doubtful cases, the results frequently convince 
the patient, and he thereby more easily consents to 
operation. From the standpoint of mental therapy 
alone the procedure may be indicated. Among func- 
tional diseases of the breast, the bleeding breast 
gives the chief indication for biopsy. Non-specific 
purulent mastitis is no indication for the diagnostic 
excision-method. Chronic cystic mastitis of the breast 
will often need to be clarified by biopsy; and the 
nodular initial stage of mammary tuberculosis can 
be distinguished from malignant newgrowths only 
by this procedure; on the other hand it is seldom re- 
quired for actinomycosis. Distinguishing between 
gumma and carcinoma may offer great difficulties 
and when the results of anti-syphilitic treatment 
require too much time, biopsy is to be resorted to 
unhesitatingly. In the presence of tumor, Klose and 
others defend the most extensive application of 
biopsy; however, Robert Meyer, the widely experi- 
enced pathologist of the Berlin University Clinic, 
believes that anxiety about a subsequent malignant 
degeneration would lead to the sacrificing needlessly 
of very many breasts. 

On the whole, it is generally agreed that biopsy is 
by no means always a harmless procedure. The au- 
thor discusses at length the possibility of a so-called 
“going wild”’ of the tumor which has been subjected 
to biopsy and then not removed at once operatively. 
Complete understanding in this matter has not as 
yet been attained, and eminent pathologists are of 
the opinion that there is no basis for believing that 
the tumor cells will be disseminated by the biopsy. 
The author’s original article must be consulted for 
details as he refers to an extensive amount of biblio- 
graphic material. The author states that he believes 
the advantages of biopsy nearly always predominate 
over the disadvantages. 

Interpretation of the tissue findings should always 
be left to the specialist in pathology and the patholo- 
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gist should be present when the operation is done in 
order to instruct himself as to the location and the 
conditions of the removal of the specimen. From 
the statistical standpoint the histological diagnosis 
is far superior to the clinical, as according to Fischer, 
the clinician makes a correct diagnosis in 68 per 
cent of the cases, while the histological diagnosis is 
correct in 91 per cent of all cases of tumor. In the 
case of the mammary gland, histological diagnosis 
is regarded as nearly always trustworthy. On the 
whole, it is generally understood that radical opera- 
tion, if indicated, should immediately follow the 
biopsy. The opinions of the author with regard to 
aseptic procedures, intravenous narcosis, and electric- 
knife incision do not need repetition. 
(VOGELER). JoHN W. BRENNAN, M.D. 


Rubens-Duval, H.: Indications for Different Treat- 
ments of Cancer and of Precancerous Condi- 
tions of the Mammary Gland (Indications des 
différents traitements des cancers et des états 
précancéreux de la glande mammaire.) Bull. et 
mém. Soc. d. chirurgiens de Paris, 1937, 29: 178. 


Rubens-Duval states that it is generally agreed 
that cancer should be treated at its beginning; but 
the question is: “When does it begin?” When 
cancer is recognized clinically it is fully established. 
The author agrees with the opinions of Delore as 
expressed in the latter’s recent book, in which he 
states that cancer is the result of two factors, the 
predisposed tissues and the cancer-producing toxins. 
The development of cancer thus presents three 
phases: the predisposition which consists in changes 
that render the tissues susceptible to the cancer- 
producing toxins; the beginning of the latent phase 
during which these toxins produce little by little 
the pathological changes; and the period when the 
cancer produces clinical symptoms. 

The future treatment of cancer will depend more 
upon prophylactic treatment in the phase of pre- 
disposition, or abortive treatment in the latent 
phase, than on curative treatment in the established 
cancer. 

In the phase of predisposition, certain humoral 
conditions appear to predispose the tissues to cancer, 
the chief of which is alkalosis. Reding has studied 
these factors and concludes that they are largely 
under the control of the vegetative nervous system. 
Vagotonia and conditions that induce vagotonia 
increase the potassium content of the blood and 
tend to produce alkalosis. Prophylactic treatment 
would consist in measures to re-establish the nervous 
and endocrine equilibrium and to correct the dis- 
turbances that predispose to cancer. For this pur- 
pose, magnesium chloride and certain dietary 
regimes have been suggested. 

In considering the treatment of mammary cancer 
in the latent period, the author notes that the sex 
hormones, which control the development of the 
mammary gland, closely resemble in some respects 
the cancer-producing hydrocarbons that are ex- 
tracted from tar. Animal experiments have shown 
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that repeated injections of folliculin in large amounts 
can produce mammary cancer. It must be remem- 
bered, however, that the tissues in which cancer is 
produced are in some way predisposed. This is 
indicated by the fact that not ail animals develop 
mammary cancer in experiments with folliculin, and 
that not all the mammary glands in the same 
animal are involved. Clinical observations in 
women indicate the same conditions; irritation of 
the mammary gland produces benign inflammation 
in some instances, and hyperplasia that may become 
malignant in others. Some lesions regress, others 
undergo malignant degeneration; even the same 
breast in a woman may show lesions in various 
stages. In the stage of precancerous lesions, the 
treatment should be abortive. The treatment that 
the author has found most effective in this stage is 
a form of protein therapy, with the specific globulins 
extracted from malignant tumors. These tumor 
extracts given by mouth improve the patient’s 
general condition; the Vernes test shows that the 
photometric index of the blood, which has been 
above normal, returns to normal. The improve- 
ment in the local condition varies according to the 
type of the lesion present. Epithelial formations, 
such as adenomas, intracanalicular epitheliomas, 
and nodules of chronic mastitis, disappear com- 
pletely, or are reduced to minimal sclerotic rem- 
nants; while cysts with a thick fibrous wall, or 
adenomafibromas in which the fibromatous element 
predominates show no definite modification. The 
nodules of chronic mastitis disappear slowly, and 
new nodules may develop if treatment is inter- 
rupted, or even in the course of treatment. In 
cases that prove resistant, local surgical or radiation 
treatment is of value to remove or destroy large 
masses. The protein therapy should be continued 
to modify the glandular activity that tends to 
reproduce the lesions that are susceptible of malig- 
nant degeneration. The therapeutic effect of the 
administration of the tumor extracts by mouth 
may be increased by intradermal injection of the 
extracts. 

When the cancer reaches the stage in which there 
is clinical and histological evidence of malignancy, 
the disease is then of long standing; years may have 
passed between its actual and its apparent beginning. 
At this time, genera! treatment is not sufficient; 
either surgery or radiotherapy for the removal or 
destruction of the local growth becomes necessary. 
The predisposition to cancer is not afiected by the 
removal of the local tumor; therefore, the treatment 
with tumor extracts should still be carried out. This 
form of protein therapy is especially valuable as an 
adjunct to radiotherapy as it renders the tumor 
cells more “fragile” and therefore more radio- 
sensitive. If tumor cells escape either surgical 
removal or destruction by radiation, they disappear 
if protein therapy is continued for a long period. 

In cancer of the breast of the first grade of 
Steinthal’s classification, radical operation has been 
regarded as the treatment of choice; protein therapy 
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is a valuable adjunct to radical operation, but it 
does not render it less mutilating. It is an espe&ally 
valuable adjunct to other forms of local treatment 
and especially to “radium puncture,” the insertion 
of radium needles into the tumor. This method of 
radium treatment has been successfully developed 
for the treatment of the cancer of the tongue. It is, 
the author believes, equally suitable for the treat- 
ment of cancer of the breast, and is much better 
tolerated in breast lesions. If employed alone and 
limited to the tumor, dissemination of the cancer 
cells is not certainly prevented; therefore, protein 
therapy is valuable as an adjunct. 

In cases of breast cancer, in which operation was 
contra-indicated on account of the general condition 
of the patient, not on account of the extent of the 
lesion, the author has had as good results with 
radium puncture and protein therapy as are ob- 
tained in tumors of the same grade with radical 
operations, and without mutilation. In cases of 
tumors of the breast that are highly metastatic, 
diathermocoagulation or radiation at a distance may 
be indicated, but in most cases the author is con- 
vinced that radium puncture is more effective. This 
form of radium therapy gives a continuous radiation 
with little discomfort to the patient. Radium 
puncture might also in some instances result in cure 
of cancer of the breast, but the author does not 
recommend its use except in conjunction with pro- 
tein therapy, which can be prolonged for as long a 
time as necessary. 

In cases of involvement of the glands, the second 
grade of malignancy according to Steinthal, treat- 
ment must depend on the type of gland involve- 
ment. If there is only one enlarged gland situated 
low in the armpit, this gland may be treated by the 
insertion of radium needles. If there are several 
small glands, high in the armpit and movable, they 
should be removed surgically. In cases of higher 
grades of malignancy, in which the skin is exten- 
sively involved and surgical removal is impossible, 
radium puncture is the treatment of choice; but in 
these cases axillary and subclavicular glands may 
be involved that cannot be treated by this method. 
Deep x-ray therapy might be effective in these cases, 
but the author has found that this form of radiation 
after radium puncture may cause too severe a 
reaction and exhaust the patient. He hesitates to 
recommend it for this reason, although it is indicated 
theoretically. 

In acute cancer of the breast, or carcinomatous 
mastitis, in young women the author advises protein 
therapy with tumor extracts to stimulate the defense 
reactions of the organism combined with x-ray 
therapy to destroy the local carcinomatous cells. In 
three cases in which he has used this method the 
tumor disappeared entirely. 

In scirrhous cancer in aged women, radium punc- 
ture is the only effective form of radiotherapy, as it 
acts not only on the cancer cells but also on the 
sclerotic tissue; protein therapy is then more 
effective, when this sclerotic tissue has been ren- 
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dered more responsive to its action by the effect of 
the radium. 

In intracanalicular dendritic epithelioma, protein 
therapy alone may relieve the discharge from the 
nipple, which is the chief symptom; but its action is 
very gradual, and it is best supplemented by x-ray 
therapy. In Paget’s disease of the breast when 
limited to the nipple and areola the author prefers 
radium puncture combined with protein therapy to 
radiation with the x-rays. 

In cases of ulcerating cancer, the first indication 
is the destruction of the ulcerating mass; this, the 
author believes, can best be done by diathermo- 
coagulation, that is, true coagulation and not the 
cutting current. It may be completed by the use of 
radium, either for irradiation at a distance or radium 
puncture, according to the case. Protein therapy, 
which so frequently improves the general condition 
of the patient, is especially indicated in these cases. 

ALICE M. MEYERS. 


TRACHEA, LUNGS, AND PLEURA 


Gibbon, J. H., Jr.: Artificial Maintenance of Cir- 
culation During Experimental Occlusion of the 
Pulmonary Artery. Arch. Surg., 1937, 34: 1105. 


This paper describes a mechanical device used as 
a substitute heart and lungs during occlusion of the 
pulmonary artery in the cat for periods as long as 
two and one-half hours. One leg of the apparatus 
connects to the jugular vein of the animal, thence to 
a suction pump, and from there the blood is run 
down in a thin film in a cylinder where it comes in 
contact with 95 per cent oxygen and 5 per cent 
carbon-dioxide mixture. After being thus oxygen- 
ated the blood collects in a reservoir from which it 
is pumped back into the femoral artery of the ani- 
mal. During the experiment the blood is prevented 
from coagulating in the apparatus by giving the 
animal large doses of heparin. 

The author was able to occlude completely the 
pulmonary artery of the cat and maintain the blood 
circulation and oxygenation for a period of two and 
one-half hours. The blood pressure was maintained 
at almost normal levels. 

The animals were kept alive for several hours 
after the pulmonary artery was released, but be- 
cause of the difficulties in using sterile technique 
and operative difficulties on the cat, the author was 
unable to get a complete recovery. In one experi- 
ment the pulmonary artery was not exposed and 
clamped when the apparatus was used, and the 
animal lived for five days. 

J. DANIEL WILLeEms, M.D. 


Myers, J. A.: Artificial Pneumothorax: with Par- 
ticular Reference to the Ambulatory Patient. 
J. Thoracic Surg., 1937, 6: 513. 

Modern methods of diagnosis have made it pos- 
sible to detect progressive chronic pulmonary tu- 
berculosis in the presymptom stage when the patient 
is in good general health, and often before tubercle 
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bacilli are being disseminated to others. Therefore, 
more patients are being found who are the best 
subjects for treatment by means of artificial pneu- 
mothorax. 

When artificial pneumothorax can be successfully 
administered in the ambulatory patient, it embraces 
the three essentials in the treatment of pulmonary 
tuberculosis: (1) checking the spread of the disease; 
(2) conversion of positive to negative sputum; and 
(3) restoration of the patient’s working capacity in 
the shortest possible time. 

The author believes that when the disease is 
found in the early stage and is known to be pro- 
gressive, artificial pneumothorax should be insti- 
tuted at once. Bed rest alone, he believes, permits 
the progression of the disease in far too many pa- 
tients to justify its exclusive use. In all patients 
with unilateral progressive disease in the moder- 
ately or far advanced stage artificial pneumothorax 
should be attempted, provided there is no special 
contra-indication. 

In most patients with early unilateral tubercu- 
losis, many with moderately advanced unilateral 
disease, and some with far advanced unilateral dis- 
ease, artificial pneumothorax may be safely under- 
taken on the ambulatory basis; that is, with no 
period of strict bed rest up to a period of three 
months of bed rest. 

Carefully administered artificial pneumothorax on 
the side of the more extensive lesion may be of 
great benefit even when bilateral disease exists. In 
some instances partial bilateral pneumothorax is 
helpful. When a lesion makes its appearance in the 
contralateral lung which was previously clear, and 
shows evidence of progressiveness, treatment may 
be discontinued on the side of the original disease 
provided it is well controlled; otherwise bilateral 
artificial pneumothorax may be indicated. 

In no patient whose cavities are not adequately 
closed after artificial pneumothorax has been given 
an adequate trial should this treatment be con- 
tinued because of danger of spreading the disease 
to the opposite lung and the risk of hemorrhage and 
empyema. The treatment should be discontinued 
and surgery should be undertaken. 

Eart O. Latimer, M.D. 


Freedlander, S. O., and Wolpaw, S. E.: A Control 
Group for Studying the End-Results of Thora- 
coplasty. An Analysis of the Course of Those 
Patients Refusing Operation. J. Thoracic Surg., 
1937, 6: 477. 


From 1932 to 1934 inclusive, 153 patients in 
Cleveland hospitals and sanatoria were selected for 
thoracoplasty. Eighty-five accepted operation and 
58 refused it. The remaining 1o refused at first, but 
after from one to three years consented to operation. 
The decisions as to therapy were made by the same 
group of physicians, and the thoracoplasties were all 
performed by the same group of surgeons. A follow- 
up study was made on 114 of the 125 surviving 
patients during the first three months of 1936. 
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In determining the physical status of the patient 
the terms, “closed,” ‘improved,’ “unchanged,” 
“‘worse,” and “dead” were used. The ‘closed’ 
group included only those who had persistently 
negative sputum, x-ray evidence of a healed or 
retrogressive lesion without evidence of cavitation, 
and absence of constitutional symptoms. A further 
classification was followed dividing the patients into 
a “‘good chronic” group and into a “‘slipping chronic”’ 
group. The term “good chronic’ was applied, 
according to the criteria of Brown and Sampson, to 
patients who had a cavity of 2 cm. or larger, whose 
general condition was good and who, over an ob- 
servation period of several months, had a normal 
temperature and pulse, a good appetite, and no 
significant loss of weight, and were able to take some 
exercise. Sputum might be present and contain 
tubercle bacilli. Roentgenograms of the chest 
showed no evidence of a progressive lesion. All 
patients who failed to qualify for this group were 
termed “slipping chronics.”’ 

In comparing the results of the two main groups 
it was found that 48 (57 per cent) of the thoraco- 
plasty cases and only 6 (10 per cent) of the control 
cases were closed. The mortality among the thora- 
coplasty group was 14 per cent, that of the controls 
26 per cent. When the intermediate groups were 
combined with the extremes it was found that 66 
per cent of the thoracoplasty cases and only 17 per 
cent of the control group were closed or improved. 
In 21 per cent of the thoracoplasty cases and 61 
per cent of the controls the condition was worse, or 
the patient had died. 

When the groups were divided into the categories 
of “good chronics” and “slipping chronics’’ the 
differences were again striking. In the “slipping 
chronic” group with 42 thoracoplasty cases and 26 
controls, 43 per cent of the former and only 4 per 
cent of the latter were closed cases. The mortality 
was 17 and 35 per cent respectively. Fifty-seven 
per cent of the thoracoplasty cases and 8 per cent of 
the control were closed or improved. In 29 per cent 
of the thoracoplasty cases and 77 per cent of the 
controls the condition was worse, or the patient 
had died. 

In the “good chronic” group with 43 thoracoplasty 
cases and 32 control cases, 70 per cent of the former 
and 16 per cent of the latter were closed. The 
mortality was 12 and 1g per cent respectively. 
Seventy-five per cent of the thoracoplasty cases and 
25 per cent of the control cases were closed or im- 
proved. In 14 per cent of the thoracoplasty cases 
and 47 per cent of the controls the condition was 
worse, or the patient had died. 

In defining the functional status of the patients 
three terms were used, ‘“‘able to work,” “well but 
unable to work,’’ and “curing.” The “able to work” 
group includes all cases which are closed or im- 
proved, or have been unchanged in the control 
group, those in which the patients are able to work 
full or part time and not undergoing treatment. The 
“well but unable to work” group includes cases 
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which are closed or improved, but in which the 
patients are functionally incapacitated by dimin- 
ished vital capacity, weakness, or fatiguability. The 
“curing” group includes all of the remaining cases. 


PRESENT FUNCTIONAL STATUS OF THE COM- 
PLETE THORACOPLASTY AND CONTROL GROUPS 


Controls 


Thoracoplasties r 
58 Patients 


85 Patients 


Percent Percent 


Able to work 47 16 


Well but unable to work 9 2 


Curing 19 22 48 


a Sixteen patients (19 per cent) working full or part time. 
b Three patients (5 per cent) working full or part time. 


PRESENT FUNCTIONAL STATUS OF THE “‘GOOD 
CHRONICS’’ AND ‘“‘SLIPPING CHRONICS”’ 


Thoracoplasties Controls 


“Good “Slipping “Good “Slipping 
Chronics’”?; Chronics”’ Chronics’”’} Chronics 
43 Patients | 42 Patients | 32 Patients | 26 Patients 


No Per No. Per Per 


| Per 
No. cent cent * | cent 


| cent 
Able to work | 63 


Well but un- 
able to work 6 14 I 3 ° 


13b| 31 | 25 4 


13 | 31 15 47 50 


a Eleven patients (26 per cent) working full or part time. 
b Five patients (12 per cent) working full or part time. 

c Two patients (6 per cent) working full or part time. 

d One patient (4 per cent) working part time. 


Curing 4) 


The ro patients who at first refused thoracoplasty 
and then after from one to three years accepted the 
operation have been followed for too short a time to 
allow final evaluation of the results. However, not 
only was the time of their active treatment extended 
for from one to three years, but in half of the cases 
the risk of operation was definitely increased and 
the possibility of recovery definitely lessened. 

The authors conclude, “that without thoraco- 
plasty the course of the disease in the good chronics 
is different from that in the slipping chronics, but 
that thoracoplasty notably improves the prognosis 
of each group, both in regard to the healing of the 
disease and in the restoration of work capacity. It is 
emphasized that to delay operation in the good 
chronic in the hope of spontaneous recovery is 
unjustifiable.” Ricwarp H. MEapE, Jr. 


Anderson, R. S., and Alexander, J.: Closed and 
Open Intrapleural Pneumonolysis Results in 
111 and 29 Cases, Respectively. J. Thoracic 
Surg., 1937, 6: 502. 

This article is a detailed analysis of the results 
obtained in a group of 111 patients for whom the 
authors used the closed method of pneumonolysis, 


between 1927 and 1934. Included is also a report 
of their series of 29 cases of open pneumonolysis, 
performed between 1930 and 1934. 

In the operation of closed intrapleural pneumonoly- 
sis, the proportion of cases in which all adhesions 
can be safely divided depends upon the nature of 
the adhesions, and the experience, skill, and pa- 
tience of the surgeon, rather than upon the type of 
instrument used. The authors prefer the two-piece 
galvanocautery of the Jacobaeus-Unverricht type. 

Experience shows that relatively few pneumo- 
thorax patients have adhesions that are suitable for 
intrapleural pneumonolysis. During a five-year 
period at the Michigan State Sanatorium these op- 
erations were applied to 14.8 per cent of all pneumo- 
thorax cases. Among the 111 patients the adhesions 
were completely divided in 37 per cent, incompletely 
in 41.4 per cent, and were found at operation to be 
not suitable for division in 21.6 percent. Intrapleural 
pneumonolysis may be done in preference to phrenic 
paralysis in the following types of cases: (1) when 
the adhesion that is apparently suitable for division 
immediately overlies a soft actively progressing le- 
sion, especially one that includes a superficial cav- 
ity; (2) when the adhesion exerts a horizontal pull 
upon the lesion; and (3) when active lesions in the 
contralateral lung may require phrenic paralysis. 

Operative complications were not present and 
postoperative complications were few. A variable 
degree of temporary emphysema of the thoracic 
wall was a constant postoperative finding. In one 
case air continued to escape as fast as it could be 
introduced, and the pneumothorax failed. Tran- 
sient serous effusion occurred in 27.9 per cent of 
the cases; persistent effusion in 9.9. A pure tuber- 
culous empyema followed the operation in 3.6 per 
cent of the cases; a mixed tuberculous and pyogenic 
empyema in 1.8 per cent. 

The results from intrapleural pneumonolysis 
should be considered from three angles: (1) the tech- 
nical success in the division of the adhesions; 
(2) the effect upon the lung; (3) the effect upon the 
patient. Intrapleural pneumonolysis is not an end 
in itself, but is used to produce a satisfactory pneu- 
mothorax. Complete technical success in the divi- 
sion of the adhesions does not, therefore, assure the 
recovery of the patient. On the other hand, incom- 
plete division of the adhesions may permit a sufli- 
cient pulmonary collapse by pneumothorax to heal 
the lesions. The effect of the operation upon the 
patient depends not only on the effect upon the lung 
on the side operated upon, but also on the sub- 
sequent behavior of the lesions that may be present 
in the other lung, and upon the patient’s general 
response to treatment. 

Oden intrapleural pneumonolysis is valuable for 
a small group of patients whose adhesions are too 
short or too complex in arrangement for safe divi- 
sion by the closed method. An open operation may 
be used for bilateral tuberculosis when a thoraco- 
plasty is definitely contra-indicated. This operation 
should be reserved for those patients in whom 
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phrenic paralysis, if indicated, and closed intra- 
pleural pneumonolysis have already been tried, and 
in whom thoracoplasty is contra-indicated, and for 
whom the open operation offers the only chance for 
recovery. J. DANIEL WILLems, M.D. 


Debré, R., Marie, J., Mignon, M., and Bidou, S.: A 
Congenital Pulmonary Cyst in a Nursling. In- 
fection of the Cyst in the Course of an Attack 
of Measles. Progressive Extension of the Cyst 
Simulating a Chronic Pneumothorax (Kyste 
congénital du poumon chez un nourrisson. Infec- 
tion du kyste au cours d’une rougeole. Extension 
progressive du kyste simulant un pneumothorax 
chronique). Bull. et mém. Soc. méd. d. hop. de Par., 
1937, 53: 531- 


An infant fourteen months old was hospitalized 
with a typical case of measles. By the seventh day 
dullness was discovered over the lower half of the 
right lung. A radiogram revealed the entire right 
thorax to be opaque except for two rounded clear 
places in the upper portion. Ten days later the pic- 
ture was that of a hydropneumothorax. This proc- 
ess, followed by means of a series of radiograms, 
gradually cleared and gave place to two rounded 
areas of reduced density having polycyclic borders. 
These were obviously pulmonary cysts. Although 
the patient recovered clinically there was a rapid in- 
crease in the size of the cysts, which, in a period of 
eight months, came to occupy the greater part of the 
right chest. 

Congenital cysts of the lung may exist silently un- 
til infected in the course of some acute disease. At 
this time they are readily mistaken for an abscess or 
a pyopneumothorax. Under the influence of the in- 
fection the cysts may rapidly increase in size so that 
after resolution of the inflammatory process, the pic- 
ture may closely resemble that of a chronic pneumo- 
thorax. The absence of a pulmonary stump in the 
radiogram is the chief point in identifying the lesion 
as a cyst. ALBERT F, DE Groat, M.D. 


Liverani, E., and Magno, N.: Bronchiectasis of the 
Upper Lobes (Le bronchiectasi dei lobi superiori). 
Minerva med., 1937, 28: 461. 


Clinicians generally agree that disease of the upper 
lobes of the lungs is tuberculous and that bronchi- 
ectasis occurs chiefly in the lower lobes. Neverthe- 
less, bronchiectasis of the upper lobes is not as rare 
as it is generally supposed. In support of this opin- 
ion the author describes and illustrates with roent- 
genograms twelve cases of bronchiectasis of the 
upper lobes. 

It is true that there are anatomical conditions that 
tend to make bronchiectasis more frequent in the 
lower lobes: the conditions for drainage of the bron- 
chi are not so good in the lower lobes and pleural 
adhesions exercise a stronger traction in the lower 
lobes than in the upper. Except for these all the 
causes that act to produce bronchiectasis are as ac- 
tive in the upper lobes as in the lower. 

Bronchiectases may be divided into three groups: 
(t) those from endobronchial causes, such as foreign 
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bodies, bronchopneumonia in childhood from grip, 
scarlatina, measles, slow and incomplete resolution 
of pneumonia and bronchopneumonia, chronic bron- 
chitis with retention, and sequel of inhalation of 
caustic gases; (2) extrabronchial, such as traction 
from sclerosis of the lungs; (3) idiopathic; most of 
these are believed due to congenital syphilis. 
Treatment is not very effective. Pneumothorax 
should be tried when it is possible, but it is often not 
possible on account of pleural adhesions. In that 
case the ordinary balsamic and climatic treatment 
must be used, together with what is called the morn- 
ing bronchial toilet. This consists in the patient find- 
ing out by experiment what position and what move- 
ment will provoke cough on first waking in the 
morning and empty the bronchi. This symptomatic 
treatment has given very good results. The other 
usual treatments, except lobectomy, which is quite 
dangerous, can do no more than improve the inflamed 
condition of the dilated walls, but cannot reduce the 
size of the dilated bronchi or restore the lost elas- 
ticity of the walls. The prognosis of bronchiectasis 
of the upper lobes is much better than that of the 
lower lobes, if for no other reason than that the pa- 
tient can expel the secretion more readily. 
Auprey Goss Morcan, M.D. 


Holman, E.: Partial Resection of the Lower Scapula 
as an Aid in Compressing Apical Tuberculous 
Abscesses and in Conserving Vital Capacity. 
J. Thoracic Surg., 1937, 6: 496. 


When it is found that a partial thoracoplasty will 
suffice to produce collapse of an apical, tuberculous 
abscess, it is desirable to do it with conservation of 
the greatest amount of normal lung. An effective 
temporary collapse can usually be obtained by a 
sufficiently radical resection of the overlying ribs, 
but unless the dead space so created can be obliter- 
ated, there will later be a partial re-expansion of the 
underlying lung. If enough ribs are resected the 
scapula will fall in and maintain the collapse. How- 
ever, ordinarily excision of the posterior part of the 
ribs down through the seventh is required. If resec- 
tion of a smaller number of ribs will allow for col- 
lapse of the involved area, then a further removal 
of ribs to allow the scapula to fall in will needlessly 
sacrifice normal respiratory tissues. Furthermore, if 
the scapula cannot fall in, its lower angle will ride on 
the underlying ribs and frequently cause localized 
pain and elevate the shoulder. 

Holman offers a simple procedure to allow for 
adequate and permanent local collapse with sacrifice 
of a minimum amount of normal lung tissue. This 
procedure calls for a subperiosteal resection of 
enough of the lower part of the scapula to allow it to 
fall in and fill the dead space created by the rib 
resection. An incision is made around the angle of 
the scapula, the attached muscles and periosteum 
are elevated, and the denuded bone is removed with 
rongeurs. Resection is carried to an extent that will 
allow the scapula to fall easily into the space pro- 
vided by the rib resection. 
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According to the patient’s condition and the con- 
ditions found at operation, the scapula is resected 
at the first or second stage. As five ribs must ordi- 
narily be resected to allow even the smaller sized 
scapula to fall into the dead space, this additional 
resection is usually carried out at the second-stage 
operation. Active paradoxical movements of the 
mobilized chest wall are always a menace, and in 
cases in which the risk is great they may prove fatal. 
The falling-in of the scapula largely counteracts this 
danger, and in such cases further resection of the 
ribs and scapula may be indicated. 

RicHarp H. MEADE, Jr. 


Sergent, E., Fourestier, M., and Duperrat, B.: 
Bronchial and Esophageal Stenosis Caused by 
Cancer of the Lung (Sténose bronchique et esopha- 
gienne par cancer du poumon. La forme polysténo- 
sante du cancer du poumon). Ann. méd-chir., Par., 
1937, 2: 107. 

A case history is cited which illustrates the com- 
bined stenosis that occasionally results from cancer 
of the lung. A male patient, sixty-nine years old, had 
suffered from a productive cough and progressive 
loss of weight for about a year. When he came under 
observation there was a left encysted empyema with 
pneumothorax and massive atelectasis. Radio- 
graphic examination revealed a stenosis of the left 
primary bronchus which by bronchoscopy proved 
to be due to extrinsic pressure. Because of dysphagia 
an endoscopic examination was performed. This 
also showed a stenosis due to an extrinsic cause. The 
stenosis eventually necessitated a gastrostomy. 
Death followed soon after. 

The cause of the double obstruction was assumed 
to be a primary, non-bronchiogenic carcinoma of the 
lung. The diagnosis was not cleared up by autopsy. 
Similar cases have been reported by Rist in 1926, 
Huguenin in 1928, Creyssel in 1930, and Rendu in 
1933- ALBERT F, DE Groat, M.D. 


HEART AND PERICARDIUM 


Freedman E.: The Roentgenological Diagnosis of 
Cardiac Compression Due to Pericardial Scar 


(Adhesive Pericarditis). Am. J. Roentgenol., 1937,- 


37: 739- 

Since cardiac compression due to a pericardial scar 
has become accessible to surgery, the early establish- 
ment of the correct diagnosis is very essential and 
may be made by clinical and roentgenological exami- 
nations. Consideration is given to the cause, pathol- 
ogy, clinical symptoms, and treatment, as well as to 
the roentgenological aspects of the condition. In 
discussing the pathology, emphasis is placed on the 
fact that the symptoms and roentgen findings may 
be accounted for mainly by compression on the heart 
due to rigidity of the pericardium with or without 
adhesions. Attention is called to the confusion re- 
garding the nomenclature of the condition, and the 
terms used by various authors who have described 
it are mentioned together with the disadvantages of 
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those terms. It is believed that Beck’s ‘compression 
of the heart due to pericardial scar’? conveys the 
essential features of the disease both from the stand- 
point of pathology and physiology, and, if generally 
accepted, might obviate the present confusion. 

This article is based on fourteen cases, all of which 
came to operation. In three of the four patients who 
died within twenty-four hours after operation a com- 
plete autopsy was made. Roentgenological studies 
made by others in connection with the conditions 
are reviewed. 

In the roentgenological investigation of clinically 
suspected or diagnosed cases, the following are ob- 
served: (1) the heart shadow and the cardiac con- 
figuration; (2) the presence or absence of pulsations, 
lately supplemented by additional kymographic 
studies; (3) the changes of the configuration of the 
heart in the inspiratory and expiratory phase with 
the patient in the erect position; (4) the mediastinal 
excursions in the left or right lateral recumbent 
position during inspiration and expiration; (5) the 
change of relationship of the anterior border of-the 
heart with the sternum during inspiration and expi- 
ration; (6) the appearance of the retrocardiac space 
as seen in the lateral view; (7) the appearance of the 
diaphragm and its relationship to the heart shadow; 
and (8) the calcification of the pericardium. Re- 
cently additional kymographic studies have been 
made to aid in determining the pulsation. 

All of these points are discussed in detail in a 
general way and also in connection with the cases 
studied. Several case histories are cited at length to 
illustrate some of the clinical and roentgenological 
features of the compressed heart, and numerous 
illustrations are included. 

The following conclusions are drawn: 

The roentgen diagnosis of cardiac compression due 
to pericardial scar-tissue formation is made by the 
utilization of several signs, the most conclusive of 
which is the pericardial calcification. Aside from the 
latter, only the finding of several of the individual 
signs justifies an unequivocal diagnosis. The roent- 
genoscopic examination is of greater importance 
than the roentgenographic because important respi- 
ratory changes in the position and configuration of 
the heart and diaphragm can be elicited with ease. 
The knowledge of the clinical history is important, 
because it leads to a search for some of the signs 
which are not obvious and have to be sought. One 
of the most important signs is the marked dis- 
crepancy between the clinical symptoms of cardiac 
decompensation and the absolutely or relatively 
small shadow of the heart. A marked enlargement 
of the cardiopericardial shadow is rare. 

The cardiac configuration is variable. The trian- 
gular-shaped heart is common, while an abnormal 
bulging on either the left or right contour is found 
also. The cardiac pulsations are abnormal. They 
are either diminished in amplitude or absent through- 
out the entire heart or throughout certain sections 
as shown by roentgenoscopic observations and ky- 
mographic studies. Similarly, abnormal pulsations 
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can be found in pericardial effusions and in cases of 
decompensation due to cardiac dilatation. However, 
the compressed heart is rarely large enough to sug- 
gest either of these two conditions. 

The lack of plasticity and the presence of fixation 
of the heart are determined by examination during 
the inspiratory and expiratory stage with the patient 
in erect postero-anterior and lateral positions and 
in both lateral recumbent positions in postero- 
anterior direction. 

Calcification of the pericardium, which is one of 
the most conclusive single signs, is present only in 
the minority of cases. ApotpH Hartunc, M.D. 


Pilcher, R.: Pericardial Resection for Constrictive 
Pericarditis. Lancet, 1937, 232: 1323. 


The author reports his results one year after a 
pericardial resection for constrictive pericarditis. 
The patient was a female who had been observed 
over a period of six years. A diagnosis of constric- 
tive pericarditis was made shortly before the opera- 
tion. During the six years of observation her ab- 
domen had been tapped forty-two times, and a total 
of 402 pts. of fluid had been withdrawn. 

The operation was performed under intratracheal 
nitrous-oxide-oxygen-ether anesthesia. The ster- 
num was divided transversely at the second inter- 
costal space and the distal portion longitudinally. 
The xiphisternum was excised. The left ventricle 
was freed first; then the right. Calcified material 
over the auricles prevented complete stripping of 
these parts. 

The postoperative course was uneventful. The 
ascites did not disappear spontaneously. Paracente- 
sis was performed three times following the opera- 
tion, and the abdomen has not become distended 
again. Following the administration of theocalcin 
the urinary excretion was markedly increased. The 
patient has remained well and able to work since 
being discharged from the hospital. 

O. Latimer, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Jénsson, G.: Notes on the Roentgen Picture of the 
So-Called Esophagus Lip. Acta radiol., 1937, 18: 
452. 


Roentgen examination of the hypopharynx and 
upper a of the esophagus frequently reveals a 
rounded bulging in the posterior wall immediately 
below the cricoid cartilage. In the roentgenological 
literature such findings have been considered as the 
indirect signs of the presence of foreign bodies. Inas- 
much as such bulges occur also when there is no 
foreign body, it seems to the author that they prob- 
ably represent normal variations. 

In order to gain more convincing evidence for this 
assumption, fifty normal cases were investigated. No 
fewer than eighteen cases of this series presented this 
bulge between the hypopharynx and the esophagus. 
It extended for about 1 cm. and varied in position in 
accordance with the location of the larynx. Its con- 
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Fig. 1. The hypopharynx open and the esophagus mouth 
closed. 


stancy even on repeated examinations indicated that 
it was due to fairly constant anatomical circum- 
stances. 

The author believes that the anatomical basis for 
this variation is in conformity with Killian’s conten- 
tion that there is a physiological borderline between 
the hypopharynx and the esophagus. The lower 
part of the inferior pharyngeal constrictor muscle 
issues from the sides of the cricoid cartilage and en- 
closes the hypopharynx laterally and posteriorly, 
According to Killian, that part called the cricopha- 
ryngeal muscle consists, in its turn, of two parts, an 
upper, the pars obliqua, and a lower, the pars fundi- 
formis. This latter part runs obliquely downward 
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Fig. 2. The hypopharynx and esophagus mouth open, 
showing the esophagus lip. 
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and backward, and it is this part which acts as a 
sphincter and produces the lip-shaped bulging in 
the posterior wall, which has been given the name of 
esophagus lip. 

Another circumstance which proves the topo- 
graphical agreement of the bulging with the pars 
fundiformis of the cricopharyngeal muscle is the 
localization of the pulsion diverticula in the hypo- 
pharynx. These diverticula are developed in the 
posterior wall, between the pars obliqua and the pars 
fundiformis, where the musculature is weak. Since 
the area under consideration is a favorite place 
both for traumatic lesions and for cancer, unusually 
pronounced or extensive bulgings in it should always 
be regarded with suspicion and checked by esopha- 
goscopy. The author emphasizes that he desires to 
show that a bulging of the posterior wall on the border 
between the hypopharynx and the esophagus can 
often be seen; that this bulging corresponds to the so- 
called esophagus lip demonstrated by Killian; and 
also that this bulging is caused mainly by the lower 
part of the cricopharyngeal muscle, the pars fun- 
diformis, which acts as a sphincter muscle in the 
esophagus mouth. ApotpH Hartunc, M.D. 


McGibbon, J. E. G., and Mather, J. H.: Simple 
Non-Sphincteric Spasm of the Esophagus. 
Lancet, 1937, 232: 1385. 

Simple non-sphincteric spasm of the esophagus is 
described as spasm of that portion of the esophagus 
between the upper and lower sphincter muscles 
which is not due to an intrinsic organic lesion. How- 
ever, spasm of this portion of the esophagus may 
be the sole radiographic abnormality observed in 
such varying conditions as intra-esophageal injury, 
impaction of non-opaque foreign bodies, esophagitis, 
central and peripheral nerve lesions, or early eso- 
phageal malignancy. Therefore these pathological 
conditions must be eliminated before the diagnosis 
of “simple spasm,” as contrasted to “spasm,” is per- 
mitted. Simple spasm is a neurogenic manifestation 
and appears to be secondary to disease or an altered 
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A. Normal esophagus. B. Localized spasm. C. Total 
tetanic spasm. D. Partial tetanic spasm. E. Diffuse irreg- 
ular spasm. F. Functional diverticula. 


state of other organs, and if it does not resolve spon- 
taneously, satisfactory relief can be obtained only 
by treating the primary lesion. All types of esophag- 
eal spasm are transient as a rule, less often “‘inter- 
mittent,’’ and very rarely persistent. 

The illustration shows the radiological appearance 
of five different types of simple spasm. 

G. Dantet Decprat, M.D. 


Creyx, M. and Ringenbach, G.: Three Cases of 
Primary Malignant Tumor of the Mediastinum 
(A propos de trois cas de cancer primitif du mé- 
diastin). J. de méd. de Bordeaux, 1937, 114: 597. 


Although malignant tumors of the mediastinum 
have been studied for many years, our knowledge of 
them is still incomplete. The question of their origin 


is far from solved. Two types have been distinguished, - 


the mediastinopulmonary lymphosarcoma with 
pulmonary or pleuropulmonary symptoms pre- 
dominating, and the neoplasms of the mediastinal 
glands. 

The authors report three cases. In the first: case 
the initial symptoms were thoracic pain, cough, and 
partial dullness and respiratory silence in the area 
where the radiogram showed a round opaque mass 
close to the heart. Seven roentgen-ray treatments 
produced no improvement. Signs of venous com- 
pression appeared; then pleurisy on the right side; 
and then fever; and the patient died about eight 
months after the appearance of the first definite 
symptoms. 

In the second case, the clinical syndrome was 
more complete and of the mediastinopulmonary 
type; dysphagia, bitonal voice, dullness and respira- 
tory silence over the left lung which was opaque in 
the radiogram, loss of weight, and asthenia were 
noted. The patient died about a year after symp- 
toms were first noted. 

In the third case, the clinical symptoms were less 
definite; loss of weight, fever, cough, thoracic pain, 
and a mediastinal mass diagnosed by dullness, 
respiratory silence, and the radiographic findings 
were noted. In this case the patient showed marked 
improvement under radiotherapy, and is still under 
observation and treatment. 

In the first case the histological diagnosis of the 
tumor was made from a biopsy specimen obtained 
by puncture; in the second case at autopsy. In 
both cases the diagnosis was lymphosarcoma; in the 
second case it was of a very malignant type with a 
considerable number of prolymphoblasts. In the 
third case, a biopsy specimen was obtained from an 
enlarged subclavicular gland; the tumor proved to 
be a reticulo-endothelioma. 

The symptomatology of mediastinal tumors is 
varied, because in their development they press 
upon so many different structures. Compression of 
the lungs and the bronchi results in dyspnea and 
cough of varying types. Compression of the 
superior vena cava produces edema and cyanosis of 
the face, neck, shoulders, upper extremities and 
thorax, collateral venous circulation in the thorax, 
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and, finally, signs of congestion of the cerebral 
veins, such as insomnia, tinnitus, vertigo, and 
epistaxis. Involvement of the pulmonary veins is 
responsible for passive pulmonary congestion, 
hydrothorax, and hemoptysis. If the inferior vena 
cava is involved, which is less commonly the case, 
there are ascites, enlargement of the liver, and 
edema of the lower extremities. Also, the growth 
of the tumor may cause dysphagia, displacement 
of the heart with tachycardia and hypertension, 
pushing-up of the aorta so that its beating becomes 
perceptible, and compression of the left brachio- 
cephalic arterial trunk. Less frequently there may 
be a chylous pleurisy, which is due to the opening 
of the thoracic duct into the pleura, and various 
syndromes from compression of the recurrent, 
pneumogastric, and phrenic nerves. In the terminal 
period, especially, such general symptoms as loss of 
weight, asthenia, dyspepsia, and diarrhea, and par- 
ticularly fever, are observed. 

In order to determine the exact nature of the 
tumor, three methods of examination are used: 
laryngoscopy to determine any signs of recurrent- 
nerve involvement; radiography, often aided by the 
use of opaque substances, bismuth for the gastro- 
intestinal tract and lipiodol in the bronchi; and 
histological examination of a biopsy specimen from 
a satellite gland, or from the tumor itself. 

ALICE M. MEYERS. 


Norris, E. H.: A Thymoma (Adenoma of the Thy- 
mus) from an Unusual Case of Myasthenia 
Gravis, with Observations on the General Pa- 
thology. Am. J. Cancer, 1937, 30: 308. 


The author alludes to his previous publication in 
which he reviewed the literature and found only 
eighty cases of myasthenia gravis which had come 
to autopsy. Of this group thirty-five presented a 
lesion of the thymus, which constituted a prominent 
anatomical feature. At that time he also reported 
four cases of myasthenia gravis, in two of which gross 
thymic lesions were found. The present report con- 
cerns another case of myasthenia gravis associated 
with thymoma, and a brief summary of a case re- 
ported by Loewenthal. The case was that of a male 
farmer, fifty-two years of age, who complained first 
of headache and ptosis of the left eyelid. He was ob- 
served over a period of about three and a half years, 
during which time he developed various complaints, 
such as weakness in abducting the right arm and 
shoulder, numbness on lateral side of the right little 
and ring fingers, weakness of the lower extremities, 
choking and coughing spells, sacro-iliac pain, and 
paroxysmal dyspnea and orthopnea. Autopsy re- 
vealed a flat ovoid tumor which weighed 63 gms., 
measured 9 by 6 by 3% cm., and occupied the ante- 
rior portion of the superior mediastinum. The cut 
surface showed a grayish, fleshy tissue containing 
numerous cysts of varied sizes. 

According to the author, the diagnosis of myas- 
thenia gravis in this case was based upon the charac- 
teristic lymphorrhages in the muscles and the thy- 
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moma. The author emphasizes the diagnostic im- 
portance of muscle biopsy in all doubtful cases in 
which this disease entity might possibly be con- 
sidered. He states that it is extremely difficult to 
differentiate between a benign thymoma and an 
enlarged hyperplastic thymus. Analysis of the mor- 
phological evidence reveals that the differences be- 
tween these two conditions are only those of varying 
degrees of epithelial hyperplasia. The author ex- 
presses the view that the thymoma of myasthenia 
gravis is best regarded as an adenoma of the thymus 
produced by an extreme degree of local hyperplasia 
of the thymic epithelium. The author agrees with 
Loewenthal that the cysts of the tumor have their 
origin in Hassall’s corpuscles. 
ALTON OcHsNER, M.D. 


MISCELLANEOUS 


Marks, J. H.: Diaphragmatic Hernia and Associ- 
— Conditions. Am. J. Roentgenol., 1937, 37: 
£3. 

The author reviews the anatomy of the dia- 
phragm which is composed of three main parts, all 
of which insert into the central tendon. There is 
no sharp line of demarcation between the normal 
and the abnormal as regards the fusion or failure of 
fusion of these segments of the muscular portion of 
the diaphragm. Failure of fusion of the pars costalis 
with the pars lumbalis results in a persistent hiatus 
pleuroperitonealis, or foramen of Bochdalek, which 
is a common site of hernia in children. 

The author classifies diaphragmatic hernia as 
follows: 

1. Thoracic stomach: the entire stomach is above 
the diaphragm and the esophagus is very short. 

2. Diaphragmatic hernia with short esophagus: 
part of the stomach is above the diaphragm and the 
esophagus ends at the seventh or eighth thoracic 
vertebra. 

3. Hiatus hernia: the hernia is through the 
esophageal hiatus and the esophagus is of normal 
length. 

4. Congenital hernia: the hernia is most com- 
monly through the foramen of Bochdalek or Mor- 
gagni; the large and small bowels are usually in- 
cluded; and other organs are frequently included. 

5. Traumatic hernia. 

6. Eventration of the diaphragm. 

7. Congenital absence of the diaphragm. 

The term thoracic stomach was given by Bailey 
to a case described by him in ro1g. In the cases of 
true thoracic stomach all or nearly all of the stomach 
is above the diaphragm, being fixed there by reason 
of the extreme shortness of the esophagus. The 
author reviews several case reports. 

The term “diaphragmatic hernia with short 
esophagus”’ is not strictly correct because the con- 
dition is not one of herniation of a once normally 
placed organ. The esophagus is definitely shorter 
than normal, although the shortening is not so 
marked as in the previous group. 
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In the patient having a diaphragmatic hernia 
with a short esophagus, the esophagus passes down- 
ward through the posterior mediastinum in an 
almost straight line and enters the displaced stom- 
ach in its uppermost part. The upper end of the 
stomach is narrowed and frequently has the ap- 
pearance of a dilated portion of the esophagus. 

If the esophagus is short the stomach must of 
necessity remain at least in part within the chest at 
all times. Therefore, in cases of this type the dis- 
placement of the stomach should be visualized even 
when the patient stands erect. The author reviews 
the literature on diaphragmatic hernia with a short 
esophagus and reports two personal cases; one in a 
woman aged forty-four and the other in a man aged 
sixty-three. 

The third type of diaphragmatic hernia is the 
hiatus hernia, which is the most common type of 
diaphragmatic hernia; it is usually found in women 
over forty years of age who are overweight. In the 
group of seventeen cases in this series all but two 
were in women, the youngest of whom was thirty- 
eight years of age. The average age of the group 
was fifty-one years. Hiatus hernias are true hernias 
in the sense that the stomach was once in its normal 
position below the diaphragm. The esophagus is of 
normal length; its point of entrance into the stom- 
ach may be above the diaphragm, but careful ex- 
amination will show that this is due to tortuosity 
and not to actual shortening. These hernias vary 
greatly in size. In most cases of the hiatus type the 
hernia is not present when the patient is in the erect 
position. In the great majority of hiatus hernias, 
the displaced portion of the stomach remains for 
the most part to the left of the midline. The most 
common complaint in the author’s series was dis- 
tress after meals. This distress was usually described 
as a feeling of fullness in the upper abdomen, 
although at times the patient felt as if something 
were pressing against the heart. Only two patients 
gave a history of gross hemorrhage. 

It is in the group of congenital hernias that we 
find the greatest departure from the normal, as well 
as variation in the organs involved and variation in 
the site of herniation. They are most commonly 
found in infants and children. Their symptomatol- 
ogy is often related more closely to the respiratory 
system than to the alimentary tract. The great 
majority of congenital hernias are found on the left 
side and occur through a persistent hiatus pleuro- 
peritonealis or foramen of Bochdalek. Less com- 
monly the hernia occurs through the parasternal 
foramen of Morgagni. Occasionally, it may occur 
through defects in other parts of the dome of the 
diaphragm. Of the six cases of congenital hernia 
seen by the author, four were similar regarding the 
hernial opening and the organs displaced. In each 
of these all of the small bowel, the proximal two- 
thirds of the large bowel, the spleen, and the omen- 
tum were in the left chest. 

The fifth case was apparently similar except that 
the stomach was also in the left chest. The pa- 


tients seen in this group were of the following age.: 
six weeks, three months, four years, nine years, ten 
years, and thirteen years. In all except the two 
babies, the outstanding symptoms were recurring 
attacks of partial intestinal obstruction. 

Traumatic hernias may occur in children or adults 
and are always false. Hedblom found that approxi- 
mately go per cent occurred in males and that about 
50 per cent were due to penetrating injuries. (/ 
those due to non-penetrating injuries only 23 per 
cent were due to crushing, and 36 per cent were due 
to falls. Traumatic hernia may occur through any 
part of the diaphragm, but 95 per cent are found on 
the left side. 

Intestinal obstruction is a frequent complication 
of traumatic hernia due to the dense adhesions 


formed around the margins of the hernial orifice. - 


One of the two cases of traumatic hernia described 
by the author was that of a man aged thirty-nine, 
the other that of a boy aged eleven. 

Eventration of the diaphragm may be congenital 
or acquired and is the result of aplasia or atrophy 
of the muscle fibers of the diaphragm. Moore and 
Kirklin have stated that the “respiratory move- 
ment may be normal, diminished, absent or re- 
versed”’ in either eventration or hernia. The diag- 
nosis of eventration is of course dependent upon the 
demonstration of an elevated but intact diaphragm. 
The author reports a case in a man fifty-nine years 
of age. 

Congenital absence of the diaphragm is a rare 
condition; the author reviews the literature. In his 
opinion the diagnosis of congenital absence of the 
diaphragm should be carefully considered by the 
roentgenologist when studying cases of diaphrag- 
matic hernia and associated conditions, especially 
those of congenital origin. This diagnosis should 
not be considered proved until the patient is sub- 
jected to an exploratory operation by a competent 
surgeon. Harotp C. Ocusner, M.D. 


Von Greyerz, W.: On Hernia Diaphragmatica Re- 
trosternalis. Acta radiol., 1937, 18: 428. 


The author reports a post-mortem finding of a 
retrosternal diaphragmatic hernia which had been 
diagnosed in vivo with the roentgen rays, but had 
not given any symptoms. 

This type of hernia belongs to the hernias originat- 
ing from distributional disturbances. Anatomical 
support for this statement is found in the existence 
of Morgagni’s foramen, or the sternocostal trigonum, 
with its increasing size after adolescence. 

In contrast to diaphragmatic hernia in general, 
retrosternal diaphragmatic hernia occurs pre- 
dominantly on the right side, the ratio of the right 
to left being 13:8. 

Nearly sixty cases of retrosternal diaphragmatic 
hernia were reported up to 1932; thirty of these 
were reported during the last eight years. 

The contents of the hernias consisted in the 
majority of the cases of the colon or the omentum, 
or both. 
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The mortality was to per cent; death occurred in 
six of the sixty cases. It was caused by strangulation 

Seven cases, including that reported by the author, 
were diagnosed clinically with the roentgen rays. 


Oehlecker, F.: A Contribution to the Question of 
Hiatus Hernia (Beitrag zur Frage der Hiatus 
hernien). Deutsche Ztschr. f. Chir., 1936, 248: 153. 


The author reports two cases, the first, that of a 
thirty-six-year old woman with a non-incarcerated 
hernia, and the second, that of a fifty-nine-year old 
woman with a hernia incarcerated for several days. 
Both were treated by laparotomy because of the 
severe clinical symptoms. In both the surgeon’s 
finger could pass through the hiatus clear up to the 
posterior surface of the heart. The ring of the hernia 
was closed. Immediately after the operation the 
symptoms which lasted for years disappeared. They 
had consisted of the retention of food at the eso- 
phageal entrance of the stomach, which had often 
caused retching and vomiting, until after many 
hours the food came up. The symptoms were worse 
in the horizontal position, with pain in the region 
of the heart. The roentgenogram showed normal 
conditions in the first case five months after opera- 
tion; and in the second case, a year and a half after 
the operation. 

Oehlecker discusses the frequency of the condi- 
tion in detail. He does not agree with Knothe 
regarding the frequency, and offers Sauerbruch’s 
explanation that we often misunderstand the 
mobility of the esophagus in performing the digestive 
act, and that a diverticulum of the esophagus above 
the diaphragm may be unrecognized. He describes 
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the anatomical conditions and illustrates the same, 
and refers to Carrey’s lumen on the sternum, the 
spatium sterno-costale, and Bochdaleck’s lumen on 
the costolumbal trigonum. In the latter position 
most of the hernias‘are found. It is incorrect to 
deny that a hiatus*hernia is present if it is only 
visible in the roentgenogram in the horizontal 
position, because even small inguinal hernias often 
appear only when the patient coughs or strains in 
the standing position. Certainly many of these 
hernias are without importance. A general method 
of differentiation of hiatus hernia from diverticulum 
of the esophagus is not known at the present time. 
Berg said that mucous-membrane folds, visible in 
the roentgen film, above and below the diaphragm, 
are a sure sign of a hiatus hernia, but this is denied 
by other observers. In both of his cases, the author 
noticed these folds radiating through the diaphragm 
to the groin so that there could be no doubt in the 
diagnosis. Not the roentgenogram, but the clinical 
observations and symptomatology should give the 
indications for an operation, because even large 
hernias of the stomach above the diaphragm may be 
free from symptoms. But, in cases of patients over 
thirty, in whom there has been no trauma, and in 
whom characteristic cardiac and gastric symptoms 
are present, a hiatus hernia should be suspected. 
The operation should be done only when the symp- 
toms are severe, with an incision over the left 
border of the ribs and upward displacement of the 
flap. When the hernia has been caused by trauma, 
the incision should be made through the pleura, 
according to Sauerbruch. 
(FRANZ). C. Beck, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Divella, D.: A Contribution to the Knowledge of 
the Cause of Death in Experimental Bile Peri- 
tonitis (Contributo alla conoscenza della causa 
mortis nel coleperitoneo sperimentale). Arch. ital. di 
chir., 1937, 16: 249. 


In order to study the question whether death in 
bile peritonitis is due to a true chemical intoxication 
or to a toxic-infective bacterial action Divella under- 
took a series of experiments on dogs. The hepatic 
and renal functions were studied; the animals with 
bile peritonitis were sacrificed in the pre-agonal 
stage; and histological examinations were made in 
all cases. 

In the first series of experiments, the object of 
which was to study the functional and histological 
changes following wounds of the apparently normal 
gall bladder and the types of bacteria in the perito- 
neal exudate, the fundus of the organ was cut off. 
The results demonstrated that the flow of bile into 
the peritoneal cavity causes, in addition to serous 
peritonitis, severe toxic lesions in the liver, spleen, 
and kidneys. The hepatic and renal functions are 
gravely damaged within twenty-four hours. In one 
case before operation the bile was positive for colon 
bacilli and streptococci; in the others it was sterile. 
The peritoneal exudate in all cases contained these 
organisms. 

The purpose of the second series was to demon- 
strate the cause of death. Sterile, autoclaved, ox bile 
was injected into the peritoneal cavity through an 
aseptically made abdominal incision. The liver and 
kidneys showed marked hemorrhages and edema 
with some parenchymatous degeneration. These ex- 
periments showed that even in the absence of ad- 
vanced degenerative lesions the hepatic and renal 
functions may be sufficiently affected to cause death 
by rapid and violent intoxication. The peritoneal 
exudate contained the colon bacillus in all cases, and 
in one case each, staphylococci, streptococci, and 
micrococcus tetragenus. The sequence of events is 
probably a peritoneal reaction due to the bile, fol- 
lowed by a serofibrinous peritonitis and an arrest of 
peristalsis, with migration of bacteria increased in 
virulence through the intestinal walls. 

In the control series, filtrates of broth cultures of 
the colon bacillus and streptococcus were injected 
into the peritoneal cavity and, twenty-four hours 
later, attenuated cultures of the same organisms. 
The purpose of these experiments was to determine 
whether the bacteriotoxic factor in bile peritonitis is 
as important as is affirmed by some authors. The 
animals remained well, the hepatic and renal func- 
tions were unaffected, and at autopsy cultures from 
the peritoneal cavity were negative. From these re- 
sults Divella deduces that the functional disturb- 
ances and the local and general lesions are due essen- 


tially to the toxic action of the bile. The interval be- 
tween operation and death in these experiments was 
so short, twenty-four hours, that death could not be 
attributed to the complex mechanism of infection. 
The bacteria are either indifferent, or their toxic ac- 
tion is secondary and slight. The rapid death is due 
to functional hepatic and renal insufficiency caused 
by the violent intoxication, rather than to organic 
lesions. M. E. Morse, M.D. 


Wegener, R.: Experiences with Surface Anesthe- 
sia of the Peritoneum in Laparotomies (Erfali- 
rungen mit der Oberflaechenanaesthesie des Perito- 
neums bei Bauchoperationen). Muenchen. med. 
Wchnschr., 1937, 1, 342. 


In 125 major abdominal operations on the stom- 
ach, intestines, biliary passages, and in adhesions, 
anesthetization of the peritoneum was produced in 
the following manner: 

After anesthetization of the abdominal wall in 
two layers with 100 c.cm. of 0.5 per cent novocain- 
suprarenin solution introduced into the parietal fold 
of the peritoneum, a small incision was made and 
through a closely fitted tube 300 c.cm. of a 1.5 to 
1,000 solution of pantocain (0.45: 300.0 plus 2.7 gm. 
of sodium chloride) were allowed to flow into the 
peritoneal cavity after slight elevation of the pelvis. 
After from eight to ten minutes the anesthesia was 
sufficient to permit complete opening of the perito- 
neum, and the operation was continued. The anes- 
thesia lasted from two to two and one-half hours. 

In almost 58 per cent of the cases no additional 
anesthesia was necessary, but in the rest usually only 
a slight additional anesthesia with evipan or ether 
was required. Pull on the peritoneum and ligation 
of the blood vessels were painful. Interventions on 
the biliary system were sometimes not entirely in- 
sensible; operations on the stomach took the best 
course. A further limitation of additional anesthesia 
seems to be available with the use of twilight sleep 
with scopolamin-eukodal-ephetonin according to the 
method of Kirschner. After-effects were not ob- 
served, and pulmonary complications are much less 
common than after other anesthetic procedures. 

(Drvuecec). Louis NEuwEtt, M.D. 


GASTRO-INTESTINAL TRACT 
Savarese, E.: True Muscular Pyloric Hypertrophy 


of the Adult (L’ipertrofia pilorica muscolare pura 
dell’adulto). Arch. ital. di chir., 1937, 45: 559. 


Savarese defines muscular pyloric hypertrophy as 
a special alteration of the pylorus characterized by a 
thickening of this portion of the stomach due to 
hypertrophy of the muscular tunic and without par- 


ticipation of the other layers. According to this 
definition the condition is sharply distinguished from 
all the other forms of pyloric hypertrophy which are 
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based on different anatomical substrates such as sim- 
ple inflammatory, luetic, tuberculous, and neoplastic 
conditions. 

Concerning the incidence of this disease, it may be 
considered as being very rare. Predisposing factors 
are (1) age; the disease is usually encountered in in- 
dividuals past forty years of age; (2) sex; females are 
slightly more susceptible than males; (3) race; the 
disease occurs chiefly in the Latin races and not in 
Anglo-Saxon races, as some authors have pointed 
out; and (4) heredity. 

With reference to the pathogenesis of this condi- 
tion, several theories have been advanced, the most 
important ones being (1) the congenital theory, 
(2) the inflammatory theory, (3) the neoplastic the- 
ory, (4) the theory of hypertrophying spasm, and 
(5) the mixed theory. 

Anatomicopathologically, the microscopic sections 
reveal an annular or cylindrical intumescence of the 
pylorus. The thickening may be extensive and may 
involve the entire pyloroduodenal tract, and from 2 
to 7 cm. of its diameter may be increased from 3 to 5 
cm. In less severe lesions the pylorus does not show 
any external evidence of an anatomical change. On 
palpation the tumor appears to have a smooth sur- 
face, its consistency is hard and fibrous, and it is 
movable to the normal range of mobility of the 
pylorus. 

On sectioning the pyloric wall appears greatly 
thickened and the thickening involves chiefly the 
muscular layer of the wall. The histological picture 
confirms essentially the gross findings. Careful mi- 
croscopic studies show that the inner circular layer of 
the tunica muscularis is involved especially. The 
muscle cells are found to be normal as to their ar- 
rangement, form, and size. The connective tissue 
stroma as well as the subserosa and serosa are always 
found to be normal. Sometimes there is found in the 
mucosa a leucocytic infiltration which extends also 
into the muscularis mucosz and sometimes also into 
the submucosa. 

The clinical picture is essentially that of a pyloric 
stenosis. In some cases the onset is very insidious 
and the patient complains of dyspepsia, which ulti- 
mately leads up to the symptomatology of a pyloric 
stenosis. 

Diagnosis may be difficult. In the majority of the 
observed cases, the diagnosis was made either during 
the operation or during postmortem examination. 
Roentgenograms may, toa certain extent, be of some 
value to the diagnostician. 

The condition must be differentiated from (1) 
pylorospasm, (2) peripyloritis, (3) simple pyloric 
ulcer, (4) annular carcinoma of the pylorus, (5) hy- 
pertrophic tuberculosis of the pylorus, and (6) sclero- 
gummatous syphilis of the pylorus. 

The prognosis is essentially the same as in pyloric 
stenosis. Treatment should be always surgical and 
aim to remove the obstruction. 

The author reports two cases which came under 
his personal observation. In one case the observed 
lesion was a true hypertrophy, but in the other case 


SURGERY OF THE ABDOMEN 405 


the condition was associated with inflammatory 
changes. 

From the study of these cases the author concludes 
that the histological findings do not permit a differ- 
entiation between a true pyloric hypertrophy and a 
pyloric hypertrophy associated with inflammatory 
changes. According to his opinion the distinction de- 
pends entirely upon causal and evolutive differences 
of a process which is essentially the same in every 
case. RicHarpD E. Soma, M.D. 


King, E. S. J.: Some Reflections on Gastrostomy. 
Brit. J. Surg., 1937, 24: 740. 


In the majority of patients, gastrostomy is per- 
formed merely as a palliative procedure to maintain 
the nutrition of the patient with carcinoma of the 
esophagus. Gastrostomy becomes a very important 
procedure when the treatment of carcinoma of the 
esophagus is attempted by radical means. The op- 
eration of gastrostomy is one which requires special 
knowledge, care, and study. This is true on account 
of the innumerable problems to be faced after the 
immediate operative result has been attained. No 
gastrostomty can be regarded as justifiable unless the 
patient receives adequate and satisfying nourish- 
ment without discomfort and distress. The indica- 
tions for the operation are bound up with these re- 
quirements. The particular operative method is of 
relatively little moment in ideal circumstances. 
That which utilizes a gastric flap is generally more 
advantageous. The diet must be carefully and thor- 
oughly controlled, and is best given in the form of 
solid food. 

A case of gastrostomy therefore demands minute 
attention, greater than that required in most major 
operations. It is only under these conditions that 
the patient will gain that amount of comfort and 
improvement in his physical and mental condition 
which justifies the operation as a palliative measure, 
and that the greatest chance of withstanding any 
additional operative procedure will be ensured. 

Joun W. Nuzum, M.D. 


Marshall, S. F., and Taylor, E. S.: Carcinoma of the 
Stomach: An Analysis of 291 Cases. Surg. Clin. 
North Am., 1937, 17: 629. 


Carcinoma of the stomach is a common disease 
and constitutes a high percentage of the gastric 
cases coming to surgery. Over a period of ten years 
in the Lahey Clinic three patients out of every eight 
requiring surgical management for relief of gastric 
symptoms had cancer of the stomach. Forty-one 
per cent of the patients did not come to surgery. 

An analysis of the common symptoms revealed the 
typical syndrome of the advanced condition to be 
marked loss of weight, anorexia, epigastric distress 
often with vomiting, pallor, and tarry stools, and 
often with a palpable mass in the epigastrium. In the 
presence of these symptoms and findings little or no 
surgical assistance can be offered. Gastric analysis 
and gastro-intestinal x-ray studies offer the great- 
est possible assistance. Symptoms of vague indiges- 
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tion, particularly when there is anorexia and loss of 
weight, should always demand a complete gastro- 
enterological study. The greatest incidence of cancer 
of the stomach in males occurs after the age of forty 
vears. The condition may also appear in the young 
individual. 

Today, surgery offers the only treatment for can- 
cer of the stomach of any value. In a series of 291 
patients with gastric carcinoma, a radical operation 
was considered possible in only 76, or 26.1 per cent. 
Even when the growth is relatively large, explora- 
tory operation should not be passed over too lightly 
because the lesion may be suitable for removal and 
the patient’s comfort and life thereby prolonged. 
This cannot be decided definitely in many patients 
until the abdomen is explored. 

The results of these operations are frequently dis- 
appointing because many of the cases are far ad- 
vanced. There can be no question that some of the 
patients are cured by operation. The author has had 
an operative mortality of 33 per cent. It is only 
from earlier diagnosis that better surgical results 
can be expected. Joun W. Nuzum, M.D. 


Orr. T. G.: The Therapeutic Management of In- 
testinal Obstruction. Surgery, 1937, 1: 838. 


There is no substitute for early operation when 
the intestine is mechanically obstructed. The fac- 
tors in the treatment of obstructive lesions of the in- 
testine are presented as follows: 

Relief of the mechanical obstruction by operation 
is foremost. The time and method of the operative 
procedure depends on the type of obstruction and 
the condition of the patient. Preliminary treatment 
should not be prolonged. The administration of 
water, sodium chloride, and dextrose, and gastric 
suction should be done promptly. Simple occlusion 
of the intestine can be relieved by direct attack. 
Stripping of the bowel is harmful. When strangula- 
tion of the gut is relieved the bowel may be left in- 
tact if viable. Frequently it is safer to exteriorize a 
necrotic segment than to resect it and remove it 
after closing the abdominal wall, and leave the open 
ends to be closed later by anastomosis or the Micku- 
licz technique. Resection of a distended intestine is 
dangerous. Enterostomy is an operation of neces- 
sity and not of choice. The Witzel method, with a 
No. 16 or 18 French rubber catheter, is recommended. 
When bloody fluid is found in the abdominal cavity 
it is necessary to rule out strangulation of the gut 
before enterostomy is done. The logical place for 
intestinal drainage is just proximal to the point of 
obstruction. Enterostomy is not free from danger. 
It will not drain a paralyzed bowel. The gastric suc- 
tion method is far more valuable in paralytic ileus. 

The restoration and maintenance of the water bal- 
ance, the chemical balance, and the nutrition is im- 
perative. From clinical experiments, Maddock and 
Coller have estimated that a dehydrated patient 
needs an initial restoration of fluids equivalent to 6 
per cent of the body weight. The body needs 3,500 
c.cm. of water daily. If much of the gastric and 
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upper-intestinal secretion has been lost by vomiting 
and suction, several liters more of fluids are needed. 
The total daily secretion into the upper intestinal! 
tract is equivalent to from 7 to 9 liters. After the 
initial water deficit is made up the patient needs the 
daily quota until he is able to retain food and liquids 
by mouth. 

The marked chemical changes which occur in in- 
testinal obstruction are a loss of chlorides, an increa-e 
in the carbon-dioxide combining power, and an in- 
crease in non-protein nitrogen. The plasma volun 
and the plasma protein may be decreased in very i|! 
patients. By restoration of the chloride balance the 
acid-base imbalance is corrected and destruction of 
body protein is minimized. Since there is some 
danger of giving too much water and sodium chlo- 
ride, which predispose to general and pulmonary - 
edema especially when protein depletion is imminent, 
the transfusion of blood is indicated. To control the 
salt intake the blood chloride should be estimated 
every second day. 

Dextrose may be given freely to furnish a part of 
the needed nutrition. Water, sodium chloride, and 
dextrose should be injected into the veins up to 2,000 
c.cm. per day at the rate of 60 drops per minute, 
and the remaining 1,500 c.cm. daily requirement 
of water should be given under the skin. It is doubt- 
ful if proctoclysis is sufficiently dependable to annoy 
the patient with it. 

The prevention and relief of bowel distention is 
essential for logical treatment. A patient with dis- 
tention of the stomach or intestine is dangerously i!! 
because of the interference with the blood supply of 
the wall. It is believed that there is no absorption of 
toxic products from the lumen of an obstructed in- 
testine until over-distention has damaged the cir- 
culation of the gut wall. To relieve this distention 
continuous suction drainage with an indwelling nasal 
Levine tube is indicated. The patient then may 
drink water freely, and add to his comfort. The in- 
dwelling tube may be used to test the recovery oi 
the bowel function. Enemas are of doubtful value, 
and the expelling of flatus and feces therewith gives 
rise to a feeling of false security. 

By the prevention and reduction of distention of 
the gut, muscle tone and rhythmic contractions are 
maintained. Since morphine stimulates the tone 
and rhythmic contractions of the small intestine, it 
may be given with assurance in sufficient quantity 
to make the patient comfortable. Sodium chloride 
helps maintain the bowel tone, if kept within physio- 
logical limits. Spinal anesthesia should not be relied 
upon to evacuate the bowel as long as it is obstructed. 
Pituitary extract and similar peristaltic stimulant; 
should not be used while the obstruction exists. It 
is the opinion of Ochsner that these stimulants are o/ 
little or no value in the treatment of ileus. 

The application of heat to the abdomen by mois! 
or dry methods is beneficial. No known harm come: 
from it and clinical observation commends its effect. 

Oxygen therapy is perhaps too little used. The 
recent work of Fine and his associates shows tlic 
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absorption rate of gas within the bowel is increased 
in direct proportion to the quantity of oxygen given. 
The administration of oxygen should not be post- 
poned until the patient is cyanotic or moribund. 
Oxygen may be administered by any method. 

Bed posture is often overlooked. The comfort 
aud vital capacity of the patient are increased by 
raising his back rest to a semi-sitting position. 

In conclusion, when early diagnosis and operation 
have relieved the intestinal obstruction many of the 
factors in the treatment may fail. It should be em- 
phasized that extensive operations are hazardous 
and the briefest operative procedure with the least 
possible trauma constitutes the proper therapeutic 
management. Joun E. Kirkpatrick, M.D. 


Clark, E., and Wright, A.: Acute Phlegmonous 
Enteritis. Arch. Surg., 1937, 34: 997. 


Two additional cases of acute phlegmonous enter- 
itis are added to the two American and thirty-nine 
foreign cases found in the literature. 

A forty-five-year-old white man, from whom a 
coherent history was not obtainable, died forty-eight 
hours after admission to the hospital with the clinical 
picture of mental confusion and disorientation, ab- 
dominal distention, spasticity and tenderness of the 
right lower abdominal quadrant, leucocytosis, and 
shock. Necropsy revealed acute diffuse fibrinopuru- 
lent inflammation of about 30 cm. of the ileum, 
affecting chiefly the submucosal coat and extending 
to the serosa and into the mesentery. The mucus 
membrane was not ulcerated. There was terminal 
thrombosis of some of the branches of the mesen- 
teric vessels in the involved intestine and mesentery. 

The second case was that of a forty-six-year-old 
man, with a history of chronic alcoholism, who be- 
came acutely ill with cramplike abdominal pain, 
vomiting and diarrhea, chills, fever, and leucocyto- 
sis. Abdominal examination revealed tenderness and 
inconstant rigidity of the left side of the abdomen, 
accompanied by an ill-defined mass in the left upper 
quadrant and to the left of the umbilicus. Death 
occurred six days after the onset of the symptoms. 
Autopsy revealed an acute diffuse fibrinopurulent 
inflammation of 20 cm. of the jejunum, affecting 
chiefly the submucosal coat, without mucosal ul- 
ceration, and extending to the serosa and into the 
mesentery. A localized fibrinopurulent peritonitis 
accompanied this extension. 

The pathological and clinical characteristics in 
forty-one similar cases, reports of which were gath- 
ered from the literature, are reviewed. It appears 
that acute phlegmonous enteritis is a well defined 
clinical and pathological entity, and although it is 
most likely an infection of the wall of the intestine 
from pyogenic micro-organisms of enterogenous ori- 
gin, a portal of entry is only very rarely demon- 
strated. 

The possible relationship of the acute phlegmon- 
ous lesion of the intestine to chronic non-specific 
lesions of the intestine is discussed. 

RICHARD J. BENNETT, JR., M.D. 
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Hipsley, P. L.: Symposium on Intestinal Obstruc- 
tion: The Treatment of Intussusception. Sur- 
gery, 1937, 1: 825. 

‘The purpose of this article is to present evidence 
in favor of the treatment of intussusception of the 
colic or ileocolic type by a preliminary injection per 
rectum, before resorting to operation. In the au- 
thor’s series of 142 consecutive cases, he found that 
about 60 per cent were completely reduced by hy- 
drostatic pressure, and that by carefully observing 
certain signs it was possible to be certain of complete 
reduction in 40 per cent of all cases coming under 
treatment. 

Normal saline solution is used for the injection. 
The pressure of the column of saline solution used 
should not exceed 3 ft. 6in. in height. The procedure 
is carried out under general anesthesia in a room ad- 
joining the operating room. The container is hung 
at the proper level above the table on which the in- 
fant is asleep. A No. 15 soft rubber catheter is 
inserted a few inches into the rectum, without lubri- 
cation, and the buttocks are compressed together to 
prevent the saline from escaping. The outline of the 
distended colon is followed, but no pressure from 
manipulation is used for fear of rupture of an ulcer- 
ated area. After three minutes the catheter is 
allowed to drain. The first return usually clears out 
blood, mucus, and some feces. The process is re- 
peated twice. A thin barium solution may be used 
the last time to demonstrate the presence of opaque 
fluid in the small bowel, which denotes complete 
reduction. 

Other signs of complete reduction of the intussus- 
ception are of value, but the only trustworthy sign is 
abdominal distention which remains after the saline 
solution has been allowed to escape from the colon. 
This prolonged distention is obviously due to disten- 
tion of the small bowel by fluid. When the intussus- 
ception is new the abdomen is usually soft and flaccid 
and a mass can be palpated. When the reduction is 
successful the distention of the small bowel occurs 
and the circumference of the abdomen at the umbili- 
cus will show an increase of about two inches. Occa- 
sionally helpful signs of reduction are the return of 
yellow feces after a second or third injection, the 
presence of flatus after the first injection provided 
air has not been injected with the enema, and the 
presence of orally administered charcoal in bowel 
washings within five hours. 

A small grid-iron incision was made in about 20 
per cent of the cases to verify reduction with a mor- 
tality of 3.3 per cent. In about 4o per cent of the 
cases no operation was necessary after injection and 
no deaths occurred. In about another 4o per cent 
of the cases operation was performed because of the 
inability to effect a reduction by injection; the mor- 
tality was 11.5 per cent. 

A number of cases are briefly described. In five of 
the seven patients who died the duration of the in- 
tussusception was three days and over; in one, two 
days; and in another, five hours. The latter patient 
died from infection which was a direct result of the 
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operation. In three cases resection was done. In 
two cases toxemia and shock caused death. One 
child died as the result of perforation of the bowel in 
the area of a ring ulcer of the ileum at the apex of the 
intussusception. In this case manual palpation dur- 
ing the injection was believed to be the cause of the 
perforation. At operation the leaking perforation 
was found and although the injection reduced the in- 
tussusception the patient died twelve hours after 
operation. 

In view of a certain mortality rate attending lapa- 
rotomy in infants, and the recovery of 40 per cent of 
the patients with colic or ileocolic intussusceptions 
from the use of hydrostatic pressure, the author 
recommends this method as a preliminary treatment 
before resorting to operation. The most important 
factor in reducing the mortality rate is early diagno- 
sis and effective treatment. 

Joun E. Krrxpatrick, M.D. 


Adams, H. D.: Regional Ileitis. Surg. Clin. North 
Am., 1937, 17: 763. 

Regional ileitis is a chronic inflammatory disease 
of the small bowel usually involving the terminal 
ileum and of great surgical importance primarily 
because of the complications which arise in its later 
stages, namely, obstruction and perforation. Its 
cause is unknown. 

The disease process is usually limited to the small 
intestine and more especially to the terminal ileum. 
It rarely involves the jejunum, but the cecum and 
ascending colon are frequently involved. It is be- 
lieved that the infectious agent attacks the sub- 
mucosa first and produces ulceration of the mucosa 
secondarily. The gross appearance of the bowel is 
quite similar to that seen in chronic ulcerative colitis. 
The bowel wall is markedly thickened, rigid, and 
fibrotic. The fibrosing process reduces both the cir- 
cumference and the lumen of the bowel. Obstruction 
and chronic perforation are the dangerous sequele. 

There were fifteen cases of regional ileitis which 
came to operation. The disease is commonly one of 
early adult life. The youngest patient was sixteen 
years and the oldest sixty-nine years of age. The 
average duration of the symptoms was two years. 
The common typical symptoms were abdominal 
pains, diarrhea or constipation, vomiting, general 
debility, and loss of weight. Only two patients came 
to early operation; the remaining thirteen were in 
the late chronic stages. Resection was done in nine 
patients and all were benefited and are symptom free 
from one month to four years postoperatively. In 
three patients an ileocolostomy only was performed; 
two are well six months and three years, respectively, 
thereafter, and the third died from extensive infec- 
tion involving the abdominal wall and multiple 
fecal fistulas. 

These results appear to indicate that complete 
eradication of this disease by resection is the treat- 
ment of choice in the majority of cases. A two-stage 
operation is generally believed to be safer for the pa- 
tient, and was performed in twice as many cases as 
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the one-stage procedure. There were two deaths in 
this series, a mortality of 13.3 per cent. 
Joun W. Nuzum, M.D. 


Wells, A. Q.: Experimental Lesions of the Rabbit's 
Appendix. Brit. J. Surg., 1937, 24: 766. 

The experiments described were performed in an 
attempt to determine the cause of acute appendicitis. 
Although appendicitis is essentially a bacterial infec- 
tion, there is still a lack of knowledge as to the special 
conditions which lead to its occurrence. Many in- 
vestigators oppose the theory of a specific infection, 
and stress the theory of mechanical stagnation of the 
appendicular contents and consequent infection with 
bacteria normally present in the appendix. 

The writer employed young rabbits weighing be- 
tween 500 and goo gms. for his experiments. The | 
injection of bacteria, either intravenously or directly 
into the appendix lumen, in no case caused appendi- 
citis. The bacteria used were, in most of the cases, 
isolated from human appendices. Ligation of the 
appendicular blood vessels together with the meso- 
appendix resulted in gangrenous appendicitis and 
death of the animals. Obstruction of the lumen of 
the appendix in the rabbit did not cause appendi- 
citis. Such a procedure often resulted in a mucocele 
of the appendix. Obstruction of the lumen of the ap- 
pendix when the mucous membrane was damaged 
was always followed by acute inflammation of the 
appendix and death of the animal. It was immate- 
rial whether the obstruction was caused by a liga- 
ture or by a foreign body. Joxun W. Nuzum, M.D. 


Wilkie, Sir D.: Simple Ulcer of the Ascending Colon 
and Its Complications. Surgery, 1937, 1: 655. 


As man is primarily herbivorous with a large prox- 
imal colon, but has become facultatively carnivorous, 
Wilkie believes that the proximal colon is in an awk- 
ward state of equilibrium which rendersit susceptible 
to disturbances. The author draws an analogy, be- 
tween the proximal colon with its connections and 
the stomach, suggesting that the ileum corresponds 
to the esophagus; the cecum to the cardia; the cecal 
colon to the body; and the cecocolic tract (Keith) to 
the pyloric antrum and pylorus. If this analogy is 
followed to its conclusions, the medial wall above 
and beyond the ileocecal valve should be the most 
frequent site of ulcer in the ascending colon, as 
ulcers are found most frequently on the lesser curva- 
ture of the stomach. 

Four cases of simple ulcer of the descending colon 
are reported from a surgical practice of twenty years, 
but this finding was.not believed to be a true index 
of the frequency of the lesion. All four patients were 
past forty-five years of age, had a history of chronic 
constipation and some right lower quadrant abdom- 
inal pain; three were females. One passed about one 
ounce of red blood from the rectum. Two of these 
patients had a perforation of the colon; one perfora- 
tion caused a gas-filled retroperitoneal abscess, and 
the other a diffuse peritonitis; both were fatal. One 
patient showed a healed ulcer with a fibrous band 
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partially obstructing the colon, and in one patient 
the acute stage so resembled carcinoma grossly at 
operation that a resection of the cecum and ascend- 
ing colon was done. 

The relative inexpansibility of this portion of the 
colon was the only pertinent causative factor men- 
tioned. The symptomatology is so vague that one of 
the complications usually occurs before a diagnosis 
can be made. Hemorrhage, subacute perforation 
with the occurrence of peritonitis, acute perforation, 
formation of a pseudoneoplasm, and stenosis from cic- 
atricial contraction were reported as complications. 

The author recommends resection for those cases 
resembling a neoplasm, with an alternative simple 
ileocolostomy when the general condition of the 
patient does not warrant the more radical proce- 
dure. Closure of the perforation with drainage is 
recommended for this complication. The author 
suggests that in cases of perforative peritonitis the 
ascending colon should be inspected after the com- 
mon sites have been ruled out and that in gas gan- 
grene or cellulitis of the right flank, perforating 
ulcer of the proximal colon should be suspected. 

Tuomas C. Douctass, M.D. 


Van Praag, A.: Sigmoiditis (Les sigmoidites). 
Bruxelles-méd., 1937, 17: 913. 

The author defines sigmoiditis as a segmentary 
inflammation of the pelvic colon. It usually occurs 
in the middle-aged adult and is found only occa- 
sionally before the twentieth year of age. It has 
been very rarely observed in aged individuals. The 
greatest incidence is found in individuals between 
forty and fifty years of age. Males are more fre- 
quently affected than females, and obese individuals 
seem to be especially predisposed to this condition. 

Sigmoiditis may be caused by the usual intestinal 
bacteria, such as the colon bacillus, the strepto- 
coccus, the staphylococcus and the enterococcus. 
The pathogenic organisms penetrate through the 
mucosa or may reach that portion of the intestine 
following systemic infections, such as tuberculosis 
and syphilis. Dysenteric and actinomycotic forms 
of sigmoiditis have been described. 

The specific forms of sigmoiditis include: 

1.Tuberculous sigmoiditis, which in turn may be 
subdivided into (a) an ulcerative form, (b) fibro- 
caseous enteroperitoneal form, and (c) hypertrophic, 
pseudoneoplastic, form. In the latter form the 
subserosa thickens and gives rise to a hard tumor 
surrounded by a sclerolipomatous tuberculoma. 

2. Syphilitic sigmoiditis, which usually runs a 
clinically asymptomatic course. 

3. Mycotic sigmoiditis, characterized by the 
presence of multiple abscesses. 

4. Dysenteric sigmoiditis, usually of amebic 
origin, 

The mechanical causes which are responsible for 
the outbreak of the condition are fecal impaction 
and diverticulitis. Intestinal diverticula which are 
usually found at the level of the sigmoid colon are 
the most common mechanical causes of sigmoiditis. 
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After having briefly reviewed the literature on the 
subject, Van Praag describes the anatomicopatho- 
logical features of this condition. Diverticula have 
their sites of predilection along the insertion of the 
mesosigmoid at that point where the vessels per- 
forate the intestinal tunics, at the site of origin of 
the epiploic appendages, to either side of the longi- 
tudinal muscle layer, and in the interstices between 
the muscle bundles. 

These diverticula give the appearance of sessile 
and pedunculated small tumors of blackish color 
ranging from the size of a pin head to that of a 
cherry. They are never completely empty but 
contain food débris, as a rule. When inflamed, their 
orifices are masked by the presence of a congested 
and ulcerated mucous membrane and their cavity 
may contain pus. The adjoining epiploic append- 
ages are hypertrophied and hemorrhagic areas are 
common. 

Concerning their pathogenesis, mainly three 
theories have been advanced, (1) the congenital 
theory, (2) the glandular theory, and (3) the 
mechanical theory. 

Of the- non-specific forms of sigmoiditis, the 
author describes three forms: (1) the acute, non- 
suppurative forms, or rectosigmoiditis dolorosa; 
(2) acute suppurative forms, perforating or non- 
perforating; and (3) chronic sigmoiditis; which in 
turn may be subdivided into a simple form, a 
chronic form with pseudocancerous tumor forma- 
tion, and a chronic stenosing form. 

Roentgenological examination is undoubtedly of 
the greatest value. It may reveal the presence of 
diverticula, a stenosis, or the presence of adhesions. 
Endoscopic examination and biopsies will permit a 
differential diagnosis from carcinoma. Examination 
of the feces, finally, will be helpful in determining the 
degree of inflammation. 

Medical treatment if instituted early and method- 
ically will offer great improvement. Among the 
numerous surgical procedures, colostomy is the 
method of choice in most cases. 

RIcHARD E. Soma, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Lahey, F. H.: Strictures of the Common and 
Hepatic Ducts. Ann. Surg., 1937, 105: 705. 


This article deals with thirty-five cases of stricture 
of the common or hepatic duct which were operated 
upon by nine different procedures. Practically all 
the strictures of the common and hepatic ducts re- 
sult from clamping the duct during cholecystectomy. 
The most common mistake is the clamping of the 
hepatic or common duct in an endeavor to control 
bleeding from a torn cystic artery, as shown by 
Figure 1. A section of the common or hepatic duct 
may be removed by clamping the duct after it has 
been angulated by traction on the cystic duct. 

The production of complete external biliary 
fistulas and the later transplantation of these 
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Courtesy of the J. B. Lippincott Co. 
Fig. 1. How a clamp which catches the bleeding end of 


the cystic or right hepatic artery can also catch the hepatic 
duct and cause stricture. 


fistulas into the stomach or duodenum has proved 
an unsatisfactory operative procedure; this fact was 
demonstrated in fourteen cases. Direct anastomosis 
of the duct is much more desirable, but in a certain 
percentage of the cases this procedure cannot be ac- 
complished. 

Lahey presents detailed reports of nine success- 
fully treated cases, each of which was treated by a 
different method, to illustrate his procedure in the 
management of this type of surgical condition. 


closed 
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Fig. 2. Method of treating stricture of hepatic duct. 


Courtesy of the J. B. Lippincott Co. 


:Incision in 
Stricture 


Courtesy of the J. B. Lippincott Co. 


Fig. 3. Longitudinal incision of common-duct stricture 


and closure about “T’” tube. Note position of upright 
limb of ‘‘T” tube in relation to line of closure of stricture. 


The first case represents a successful end-to-end 
anastomosis of the severed duct. The stumps of the 
hepatic duct and the common duct were joined 
together over a “T” tube. A feature which per- 
mitted a good result in this case was the lack of 
tension on the sutures after the ends of the duct 
were brought together. 

The second case illustrates the Mikulicz principle 
for approximation of the ducts, and this procedure 
was made possible only because there had been a 
fusion of the posterior walls of the ducts as a result 
of the inclusion of both ducts in the ligature at the 
first operation. 

The third case presented a difficult problem be- 
cause of an extremely long stricture. A rubber tube 
was introduced into the common duct and the duct 
was closed over the tube. This procedure was fol- 
lowed because there seemed nothing else to do, and 
up to six and one-half months the results have been 
very gratifying. (See Figure 2.) 

In the fourth case there was a narrow stricture 
which allowed easy reconstruction of the duct over 
a “T” tube. 

In the fifth case the dilated stump of the common 
hepatic duct was successfully anastomosed directly 
to the duodenum. 

In the sixth case the strictured common duct was 
reconstructed over a “T’’ tube by a method similar 
to that used in the fourth case, but different in that 
the upright limb of the “T” tube was brought 
through an unstrictured portion of the duct, instead 
of through the suture line. (See Figure 3.) 

In the seventh case a cholecystgastrostomy gave a 
successful result. 

In the eighth case the patient was relieved of 
cicatricial obstruction of the common duct by 
severance of a constricting band. 

The ninth case presented a very complicated 
problem. All the bile discharged through an 
external biliary fistula which had its origin in the 
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dilated, strictured common duct. Operative treat- 
ment consisted of implantation of the fistula into 
the stomach and anastomosis of the stump of the 
cystic duct directly with the duodenum. 

EARL GARSIDE, M.D. 


Wolfer, J. A.: Pancreatic Juice as a Factor in the 
Etiology of Gall-Bladder Disease. Surgery, 1937, 
1: 928. 


Embryological and anatomical evidence indicates 
that it is possible, in the human, for a continuous 
pathway to exist between the pancreatic and biliary 
svstems in a considerable percentage of cases. Since 
the secretory pressure of the pancreas is greater 
than that of the biliary system in the presence of 
obstruction at the papilla, it is possible for pan- 
creatic secretions to mix with bile in the common 
duct. The obstruction may be complete, such as 
that produced by a stone impacted in the ampulla; 
or it may be incomplete or intermittent. Ivy has 
shown that biliary stasis without definite organic 
obstruction of the duct at its entrance into the 
duodenum is common. There are many clinical 
examples proving the fact that pancreatic juice may 
enter the gall bladder and that, associated with this 
phenomenon, necrosis of the gall bladder may exist 
with or without biliary peritonitis. A number of 
observers have called attention to cases of acute 
gangrenous cholecystitis in which cultures from the 
gall-bladder walls or contents were sterile, the proc- 
ess suggesting an acute digestion of the gall-bladder 
wall. 

Recently, Colp, Gerber, and Doubilet reported 
three cases of acute cholecystitis; the gall-bladder 
bile in two contained both amylase and trypsin, and 
in one only amylase. In two cases the cultures were 
negative, and the third revealed both the Fried- 
laender and colon bacilli. In two cases free bile was 
present in the peritoneal cavity, and in one case fat 
necrosis was present throughout the gall-bladder 
wall and in the omentum adherent to the gall- 
bladder. Experimental evidence clearly indicates 
that the pancreatic juice may affect the walls of the 
gall bladder under variable conditions and produce 
different types of changes, varying from acute ne- 
crosis to chronic hyperplastic and inflammatory 
reactions. Assuming these observations to be true, 
the following hypothesis may be constructed: 

Under normal conditions the bile passes through 
the ducts to be emptied into the duodenum, some 
entering the gall bladder to be concentrated and 
later to be expelled into the common duct. The 
pancreatic juice has a direct passage or it may fuse 
with the bile in the ampulla. Brackertz has shown 
experimentally that even in the presence of pan- 
creatic juice, the bile ducts are not involved. He 
believes this is due to the fact that there is much 
more elastic tissue underlying the mucosa of the 
ducts than is present in the wall of the gall bladder. 
The elastic tissue is very resistant to the action of 
pancreatic juice. In experiments in which he intro- 
duced pancreatic extract mixed with colon bacilli 
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into the common duct and obstructed the duct, 
marked changes took place in the wall of the gall 
bladder, but the ducts remained normal except for, 
at times, localized necrotic changes in the wall of 
the duct at the site of the duct puncture. It is 
therefore permissible to assume that without stasis 
and with normal anatomical and physiological mech- 
anisms even though the duct bile may be mixed with 
pancreatic juice no pathological changes take place 
in the biliary passages. 

With a low-grade stasis in the biliary passages 
such as may be produced by disturbed papillary 
function or by complete or incomplete obstruction 
at the duodenal end of the biliary and pancreatic 
ducts, the bile mixed with pancreatic juice may 
remain in the ducts for a considerable time, the bile- 
pancreatic juice ratio may be altered, and variable 
amounts of pancreatic juice may enter the gall 
bladder. The disturbance created in the gall bladder 
will then depend upon known and unknown factors. 
If the pancreatic juice content is low and no bacterial 
contamination is present, no changes may occur in 
the wall of the gall bladder. If, however, the pan- 
creatic content is higher, the stasis prolonged, and 
possibly a low-grade bacterial contamination is pres- 
ent, changes may occur as described by Andrews, 
Goff, and Hrdina. They have shown with the intro- 
duction of pancreatic juice into the gall bladder of 
the dog that the cholesterol content of the bile is not 
altered, but that the concentration of the bile salts 
is reduced to less than one third. In five experiments 
with unfiltered pancreatic juice all the bile salts had 
been absorbed and the cholesterol precipitated. 
Therefore, in the human being the low dilution 
stage may be a factor in the production of gall 
stones. When the concentration of the pancreatic 
enzymes in the gall bladder is high, the pathological 
changes produced will depend upon complete or in- 
complete activation of the pancreatic enzymes in 
greater or lesser dilution in contact for short or long 
periods of time, suflicient time and concentration 
being necessary for necrosis. 

It is not the purpose of this article to convey the 
idea that all cases of cholecystitis or gall stones are 
produced by a reflux of pancreatic juice into the gall 
bladder; however, the author is convinced that the 
cause of selected cases of acute necrosis and acute 
gangrenous cholecystitis and also cases of chrenic 
cholecystitis with or without stone can be found in 
a reflux of pancreatic juice into the gall bladder. 
Howarp A. McKnicur, M.D. 


Bernhard, F.: Newer Viewpcints Regarding Biliary 
Surgery (Ueber neuere Gesichtspunkte aus der 
Chirurgie der Gallenwege). 67. Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1937. 

Following a gall-stone attack inflammation of the 
gall bladder is the greatest danger. The author 
points out that frequently also the liver and pancreas 
become involved and that their involvement predomi- 
nates in the clinical picture. After a gall-stone at- 
tack the pancreas becomes involved quite frequently 
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and manifests itself in an increased amount of dia- 
stase in the urine. Only rarely is a pure involvement 
of the liver found, which leads to an increase of the 
fat-splitting ferment in the blood stream. Lastly 
there is a third form, in which both an involvement 
of the pancreas and of the liver takes place. The 
pancreas involvement is the most important, as it 
causes a marked rigidity of the upper abdomen and 
an increased amount of diastase in the urine. In 
such cases operation should not be done until the 
inflammation of the pancreas has receded on account 
of the circulatory weakness. The increase in the 
amount of diastase in the urine is also important for 
the decision as to whether operation should be done 
or not, as in clinically mild cases of gall-stone disease 
the amount of diastase in the urine is frequently 
much greater than normal, and shows that the gall- 
stone disease is much more severe than the clinical 
symptoms suggest. In common-duct stone there is 
an increase of the diastase in the blood in nearly 
every other case, which must be taken into consider- 
ation in the decision as to whether the common duct 
should be opened or not. After operation involve- 
ment of the pancreas is manifested by an increased 
amount of diastase in the urine and an increase in 
the pulse rate, which cannot be explained on any 
other basis. The determination of the amount of 
diastase in the urine for the diagnosis of gall-stone 
disease is as important as the examination of the 
urine for albumin in kidney disease. In 32 fatal cases 
every third one showed involvement of the pancreas 
by an increased amount of diastase in the urine, and 
this involvement was contributory to the death. 
Cholangiography after operation on the ducts should 
be employed more often than at present. Disturb- 
ances in the common duct are demonstrated much 
more easily by this method. Occasionally stones 
which have been left are demonstrable. At times the 
contrast medium will be found in the pancreatic 
duct. This phenomenon is not of much significance. 
After operation for gall-stone disease, other acute 
conditions which are frequently overlooked may set 
in. Spontaneous rupture of the common duct may 
develop or occasionally a rupture of the stump of 
the cystic duct; these lead to biliary peritonitis. In 
1,000 choledochotomies this occurred three times. 
In the latest series there were observed also 2 cases 
of pancreatic necrosis. This complication was ob- 
served three times in 3,000 cholecystectomies. Cir- 
rhosis of the liver and diabetes are seen relatively 
frequently as late causes of death following gall- 
bladder or gall-duct operations. Cirrhosis occurs in 
cases which have come under treatment late and is 
based on a chronic cholangitis which is unable to 
recede. Diabetes develops also in cases in which op- 
eration has been delayed too long a time, and in 
which the lithiasis has extended to the duct system. 
Cancer may also be the cause of late death. Cancer 
occurs much more frequently after operation on the 
common duct than after operation on the gall 
bladder. It is believed that cancer-inducing sub- 
stances may be formed from the cholesterin and from 
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the biliary acids. Cancer appears most often in cases 
which have been operated upon too late. Its fre- 
quency following gall-stone disease may be reduced 
considerably by early operation and especially hy 
operation before the disease involves the common 
duct. 

In the discussion, Finsterer states that for the 
past fifteen years he has replaced hepatic-duct 
drainage with supraduodenal common-duct-duode- 
num anastomosis in cases of multiple stones in the 
hepatic duct, in severe suppurative cholangitis, and 
in absolute or relative stenosis of the papilla. He 
believes that the free flow of bile into the bowel will 
cause rapid healing of the inflammation present and 
that the patient will remain cured, even though a 
stone has to be left in the papilla. In fifteen years of 
the employment of this procedure he has never seen . 
an ascending infection result, in spite of wide anas- 
tomosis, and in spite of filling of the branches of the 
hepatic duct during the x-ray examination. Pa- 
tients who had a severe suppurative cholangitis and 
came for operation healed quickly and have re- 
mained cured for ten years after the operation. The 
permanent cures in cases of common-duct obstruc- 
tion, which with the old procedure of cholecystec- 
tomy and hepatic-duct drainage occurred in 40 per 
cent of the cases have been increased to 95 per cent 
in his own material with the newer procedure. The 
Finsterer has done 80 operations by this newer 
method and recommends it highly. 

Kirschner pointed out the value of cholangiog- 
raphy during gall-stone-disease operations. He said 
the procedure will immediately demonstrate the 
situation or condition of the deep bile passages; it 
will show if stones or stenoses are present which will 
demand opening of the ducts or an anastomosis with 
the duodenum, or whether a simple cholecystectomy 
will suffice. As a contrast medium from 10 to 20 
c.cm. of uroselectan are employed and introduced 
through a cannula tied into the cystic or common 
duct, or introduced into the common duct by means 
of a Nelaton catheter. Kirschner showed the value of 
the method with numerous roentgenograms. 

Orth stated that he pointed out the value of roent- 
genological demonstration of the gall bladder and 
bile passages in lithiasis, pancreatitis, and cancer, as 
far back as 1928. L. A. JuHNKE, M.D. 


Bengolea, A. J.,and Suarez, C. V.: The Late Results 
in Plastic Surgery of the Biliary Tract (Los re- 
sultados alejados en la cirugia plastica de las vias 
biliares). Rev. méd.-quirtirg. de patol. femenina, 
1937, 5: 332. 


This article is a study of ascending infection in 
anastomoses between the biliary and gastro-intesti- 
nal tracts, based on the authors’ experience and ref- 
erences to the literature. There are few reports of the 
final outcome in these anastomoses with judicial 
weighing of possible complications and the balance of 
results. The operations for purely palliative pur- 
poses cannot be counted either as successes or 
failures. 
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SURGERY OF THE ABDOMEN 


The authors discuss the technique of the various 
plastic operations on the biliary tract, their indica- 
tions, complications, and results. They report in de- 

tail two cases of ascending cholangitis, one fatal, fol- 
we choledochoduodenostomy for stone in the 
common duct. In their four cases of transduodenal 

papillotomy, reflux occurred in only one case, in 
hich the communication between the common duct 
and duodenum was too large. In their two cases of 
hepaticoduodenostomy for postoperative cicatrices 
of the terminal portion of the common duct, the im- 
mediate results were good. One patient, however, 
died later from an ascending angiocholitis. The other 
had an obstinate ascending infection, which appar- 
ently yielded finally, following a cholecystogastros- 
tomy. In their three cases of cholecystoduodenos- 
tomy, two for cancer of the head of the pancreas, the 
third for cicatricial obstruction of the common duct, 
reflux was demonstrated radiographically in all. 

The authors’ conclusions are that anastomoses be- 
tween the biliary and gastro-intestinal tracts should 
be considered as operations of necessity. Their pre- 
cise indication is irreducible obstruction, either neo- 
plastic or cicatricial, of the common duct. Great 
care should be taken in broadening the indications to 
include calculous obstruction. The use of such opera- 
tions in the so-called dyskinesias should be carefully 
controlled and limited to certain cases of jaundice 
due to irreducible pancreatic stenosis. Ascending in- 
fection is a very real and serious risk, as has been re- 
peatedly proved clinically, radiologically, experi- 
mentally, and by autopsy. Experimentally it has 
been demonstrated that infection is more serious 
when the anastomosis is unduly ample, and that dil- 
atation of the bile passages is due to infection and 
not to stasis. 

The article is supplemented by radiographs, mi- 
crophotographs, colored plates, and a bibliography. 
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hours, 49.2 per cent if done within four hours, 83 
per cent within twelve hours, and roo per cent if 
done later. Even the apparently most harmless in- 
juries must be operated upon at once. The Clinic 
usually followed the principle of continuing the 
stab wound in stab injuries and doing a median 
laparotomy in cases of gunshot injuries and in cases 
in which the peritoneum or intestines had become 
prolapsed. Intestinal perforations were usually 
sutured. In 26 cases the cause of death was peri- 
tonitis, and in 12 hemorrhage. 

The reports on the individual visceral injuries 
present some interesting disclosures: 

1. Gastro-intestinal canal. There were 34 
gastro-intestinal stab wounds and 4o shot wounds. 
The results in the former were relatively good, 14.7 
per cent of the patients died; while in the latter they 
were poor, 60 per cent died. These results are due to 
the fact that usually several organs are involved 
simultaneously and the destruction is usually more 
severe. According to the author, it is not true that 
gunshot wounds of the small intestine are less in- 
fectious than those of the large intestine. The 
worst cases are the combinations of gunshot wounds 
of the small and large intestine; these made up 80 
per cent of the total. Even in very small gunshot 
wounds of the intestine there is spontaneous 
agglutination, which might lead to spontaneous 
healing. There was only 1 patient with an isolated 
gunshot wound of the stomach who recovered, 
whereas there were 5 with isolated stab wounds of 
the stomach who recovered. In all cases of injury 
of the stomach, the posterior wall of that organ 
must be exposed by way of the omental bursa. Shot 
wounds of the stomach are almost always associ- 
ated with injuries of the liver or other viscera. Also, 
shot injuries of the transverse colon and of the 
sigmoid flexure are almost always associated with 
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M. E. Morse, M.D. injuries of the abdominal viscera. The author saw 
an isolated injury of the duodenum only once; and 


22 stab wounds and 13 shot wounds in the peri- 
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Scholl, R.: Stab and Gunshot Injuries of the Ab- 
domen (Ueber Stich- und Schussverletzungen des 
Abdomens). Mitt a. d. Grenzgeb. d. Med. u. Chir., 
1936, 44: 

The author discusses 147 cases of injury treated 
at the Panzi Clinic during the decade from 1924 to 
1934. Among these were 58 gunshot injuries, 35 
from a revolver, 22 from a rifle ball, and 1 from 
shell fragments, and 89 stab wounds, only knife 
stabs. In only 22 cases the abdominal viscus was 
not injured, and 21 of these were punctured wounds. 
In gunshot injuries, involvement of the abdomen 
must almost always be taken into consideration. 
With few exceptions all of the cases were operated 
upon at once; but nevertheless, the mortality of the 
gunshot injuries was very great, namely, 55.4 per 
cent, whereas that of the stab wounds was 14.6 per 
cent. The time of the operation was of great impor- 
tance. In gunshot injuries the mortality amounted 
to 21 per cent if operation was done within two 


toneum and mesentery. There always were other 
associated injuries. Intestinal prolapse from stab 
and shot wounds were more rare than described in 
the literature. It occurred in only 3 of 58 in the 
latter group, and in 37 of 89 in the former group. 
In 8 cases the abdominal viscera were not injured. 

2. Liver. Of 18 cases of perforation of the liver, 
the liver was injured alone in 16. All but 1 patient 
were operated upon; but 2 died from other causes. 
In the 19 cases of shot wounds of the liver, the liver 
was injured only twice; both patients recovered. As 
the liver is rarely hit alone by a shot, a conservative 
procedure is indicated with very few exceptions. 
Nevertheless, the mortality amounted to 68.4 per 
cent. 

3. Spleen. The spleen is also seldom injured 
alone. Four patients with stab wounds recovered, 
and 8 (80 per cent) of 10 patients with shot wounds 
died. Splenectomy is indicated. Suture and 
tamponade are indicated only very rarely; in none 
of the author’s cases was the spleen torn to pieces. 
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4. Pancreas. The pancreas is almost always asso- 
ciated with injuries of other organs. One stab 
wound and 1 gunshot injury were operated upon 
successfully. In the latter, however, numerous 
necrotic areas of fatty tissue, which are strikingly 
rare in shot injuries, were found. Eight other 
patients with shot injuries of the pancreas died in 
spite of operation. 

5. Diaphragm. In stab wounds the direction was 
usually from the abdomen to the thorax; in shot 
wounds it was the reverse. Most often the left side 
of the diaphragm was affected. In 5 of 12 stab 
wounds no abdominal viscus was afiected; all of 
the patients were operated upon and recovered 
except 1, who died from aspiration of the gastric 
contents. In the cases of 17 shot injuries, always 
at least 1 abdominal viscus was injured. Only 4 
patients recovered; the mortality was 76.4 per cent. 

6. Kidney. Extraperitoneal injuries are more 
harmless than intraperitoneal. There were 3 
patients with stab wounds of the kidney, of which 
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1 died. There were 8 patients with shot wounds o/ 
the kidney, in which the peritoneum and also other 
organs were affected. They were all operated upon 
and 7 (87.5 per cent) of them died. The author 
favors operation in every case, especially in cases of 
transperitoneal shots, and thereby confirms the 
experience of the World War, that there was too 
much conservatism in the beginning. 

7. Bladder. Three patients had shot injuries cf 
the bladder. One died, but from pneumonia. It js 
worthy of note that the suture of even extraperi- 
toneal shot wounds held. 

8. Large abdominal blood vessels. There were 
6 patients with stab wounds and 2 with gunshot 
injuries of the abdominal aorta and other vessels. 
Only 1 with a stab injury of the right gastric artery 
and simultaneous injuries of the stomach aud liver, 
and 1 with stab injury of the internal spermatic 
artery and simultaneous injury of the colon re- 
covered; 2 died from hemorrhage, and 2 from 
peritonitis. (FRANz). Louts NEuwELtT, M.D. 
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GYNECOLOGY 


UTERUS 


Zondek, B.: The Effect of Long-Continued Large 
Doses of Follicle Hormone Upon the Uterus of 
the Rat. Am. J. Obst. & Gynec., 1937, 33: 979. 


The effect of long-continued treatment with fol- 
licle hormone on the uterus in the rat is described. 
Though the inhibitory effect upon the anterior lobe 
of the pituitary by follicle hormone, expressed in 
eunuchoid dwarfism, appears uniformly in all the 
animals, the local effect on the uterus itself varies 
widely. Sometimes there is no effect; sometimes a 
complete destruction of the uterus. The effect of 
the estrogenic hormone therefore varies individually. 
The following characteristic effects were established: 

1. The epithelium showed a marked variability. 
The epithelial cells were absent in places, stratified 
and cylindrical in other places, and tufts and pa- 
pille projected into the lumen. There was desqua- 
mation of whole areas of the mucosa, with hydropic 
cells without visible cell boundaries. From partial 
to total metaplasia of the surface epithelium into 
stratified keratinized squamous epithelium had 
taken place, and the uterus gave the appearance of 
a vagina in estrus. 

2. Metaplasia of the glands, a change of the nor- 
mal glandular epithelium into squamous epithelium 
with prickle cells and intercellular bridges. 

3. Inflammatory changes; leucocytic infiltration 
of the entire mucosa, a subepithelial wall of eosino- 
philes, transmigration of leucocytes into the uterine 
cavity, suppuration of the mucosa (pyometra), and 
destruction of the musculature with conversion of 
the uterine horns into pus sacs as thick as a thumb. 

Suppuration of the uterus occurs also in rabbits 
as a result of long-continued treatment with follicle 
hormone. This suppuration is aseptic and occurs 
after thrombosis and resultant necrosis. In contrast 
to this there is a secondary infection in the case of 
the rat. The ovaries of the experimental animals 
show a high-grade atrophy, an occasional enlarged 
follicle, but never a corpus luteum. 

Epwarp L. Cornett, M.D. 


Chauvin, E., Leroy, M., and Giscard, B.: Involve- 
ment of the Urinary Tract by Non-Treated 
Cervical Carcinoma (Retentissement du cancer du 
col utérin [non traité] sur l'appareil urinaire). Rev. 
frang. de gynéc. et d’obst., 1937, 32: 431. 


Urinary-tract involvement in carcinoma of, the 
cervix occurs much earlier than is commonly sup- 
posed. The signs of the encroachment are obscure, 
and are, for the most part, neglected. Earlier recog- 
nition would doubtless lead to more active treat- 
ment and more certain cure. On this basis the 
authors proceed to elucidate this subject by describ- 
ing (1) vesical lesions, (2) renal and ureteral lesions, 
and (3) the diagnosis of reno-ureteral involvement. 


From their lengthy and detailed investigations 
they draw the following conclusions: 

Tumors of the cervix inevitably extend toward the 
bladder and the pelvic portions of the ureters. The 
earliest involvement of these organs is through circu- 
latory or inflammatory processes. The next stage 
involves compression of the urinary organs. The 
final stage is one of invasion. 

Signs of involvement may be detected even in neo- 
plasms which can scarcely be classified as Interna- 
tional Grade I. Die elimination and retrograde ure- 
terography show early static and dynamic changes. 

Complete urological investigations are of value in 
determining the mode of treatment. When urinary 
involvement is occasioned purely by inflammatory 
or circulatory disturbances, surgical removal may 
safely be attempted. When the stage of compression 
has been reached surgical treatment must be viewed 
critically, especially if dense adhesions are present. 
When the final stage of invasion is reached, surgical 
removal is, of course, out of the question. 

Mechanical and dynamic disturbances of the ure- 
ter are serious complications which may compromise 
renal function to such a degree that fatal uremia or 
anuria may result. It is of the utmost importance, 
therefore, from the standpoint of treatment as well 
as accurate prognosis, that a complete urological in- 
vestigation be carried out. 

Urine examinations give information concerning 
the degree of oliguria and the presence of possible 
infection. The phenolsulphonphthalein test furnishes 
a good index of renal function. Cystoscopy after the 
injection of indigo carmin confirms this information. 
By the form, force, and rhythm of the spurts of urine 
from the ureter, the urologist can detect evidence of 
early involvement of the pelvic portion of the ureter. 
Moreover, cystoscopy also reveals, by showing in- 
creased trabeculation and bullous edema, direct evi- 
dence of adhesions between the neoplasm and the 
bladder wall. Deviation of the urinary meatus 
toward the left indicates possible parametrial in- 
volvement. Intravenous urography outlines the site 
and the dimensions of ureteral hydronephroses. Ret- 
rograde ureteropyelography gives exact information 
concerning the state of the pelvic portion of the ure- 
ter. Straightening of the juxtavesical portion of the 
ureter indicates early parametrial involvement. 

Harotp C. Mack, M.D. 


Puccioni, L.: Carcinoma of the Neck of the Uterus 
and of the Vagina in Young Women (II cancro 
del collo dell’utero e della vagina nelle giovani 
donne). Riv. ital. di ginec., 1937, 20: 17. 


Puccioni states that it is almost universally ac- 
cepted that carcinoma occurs usually in mature age, 
but recent statistics have shown that also younger 
individuals and even children may be affected by 
this disease. The author has observed a relatively 
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high incidence of carcinoma of the uterus and of the 
vagina in young women in the Clinic of Modena. 
He made a statistical study of these cases over a 
period of eight years and studied especially the clin- 
icotherapeutic and anatomicopathological features of 
this condition. Only individuals up to thirty-five 
years of age were included in this series. 

Among a total of 1,881 gynecological cases there 
were 125 women, or 6.9 per cent, with carcinoma of 
the cervix or of the vagina. Of these 125 patients 
there were 20, or 16 per cent, who were less than 
thirty-five years old. These figures are higher than 
those usually reported by other investigators. 

Concerning heredity, the author believes, on the 
basis of his studies, that carcinoma in general can- 
not be considered to be a hereditary disease in the 
true sense of the word. There seems to be a heredi- 
tary predisposition, however, which in the presence 
of certain carcinomatogenous agents may put the 
organism in a state of lesser resistance, or suscepti- 
bility, to the disease. In the author’s series, how- 
ever, this familial predisposition has not been found 
to be of any importance. 

The obstetrical history of the patient seems to be 
of great importance. Pregnancy has been regarded 
as a notoriously important predisposing factor of 
carcinoma of the neck of the uterus. In nulliparas, 
for instance, carcinoma of the cervix is exceedingly 
rare. In the author’s series there were only 2 cases 
in 125 women with a carcinoma of the cervix, 1.6 
per cent. Among the young women too per cent 
were multiparas and 3 women had a carcinoma of the 
cervix during pregnancy. 

Concerning the macroscopic anatomicopathologi- 
cal picture of the tumors, Puccioni states that he 
found an ulcerative type in 12 cases, a proliferative 
type in 5 cases, and a mixed type in 3 cases. 

From a histological point of view there were 2 
cases of adenocarcinoma and 12 cases of squamous- 
cell epithelioma. 

The percentage of operability was very high and 
greater than that observed by other investigators, 
namely, 77.7 per cent. 

The results obtained from treatment were very 
satisfying and the rate of survival was about 60 per 


cent. In the author’s opinion better results are ob-- 


tained with surgical therapy than with mixed or 
actinic therapy. Ricwarp E. Soma, M.D. 


Ducuing, J., and Négre, P.: Complications of Radi- 
ation Therapy of Carcinoma of the Cervix 
(Complications du traitement du cancer du col par 
les radiations). Rev. frang. de gynéc. et d’obst., 1937, 
32: 355- 

Radiation therapy of cervical carcinoma, whether 
with the x-rays or with radium, is the cause of many 
complications, often grave, sometimes fatal. Two 
chief groups of complications are noted, infection, 
and radium and x-ray lesions. Many of these com- 
plications are due to faulty technique which will be 
eliminated as progress in radiation therapy con- 
tinues. The authors suggest that many of these 


complications may be eliminated when direct con- 
tact of the radium with the lesion is replaced by 
x-ray therapy or telecurietherapy, radium at a dis- 
tance. Direct application of the radium into the 
cervical canal has the evident disadvantage of im. 
peding drainage, stirring up or increasing the viru- 
lence of infecting organisms, as well as producing 
direct tissue damage. 

In this lengthy dissertation the authors discuss 
(1) infectious complications, (2) radiation lesions, 
and (3) complications observed in their own patients. 

Infectious complications are the most frequent. 
Fever is commonly observed after radiation therapy. 
Opinions vary as to its cause and frequency. ‘The 
authors noted fever in 6 per cent of their patients 
before treatment and in 46 per cent after treatment. 
Infection may involve the cervix, uterine body, para- 
metrium, adnexa, peritoneum, veins, and _ blood 
stream. Predisposing factors in such infections are 
advanced age, poor condition of the patient, and 
advanced stage of the neoplasm. Preéxisting infec- 
tion in the genital tract or elsewhere in the body, 
which is a contra-indication to radiation therapy is 
often latent or overlooked. Dilatation of the cervix 
and traumatism play an important part which must 
not be overlooked. The technique of radium appli- 
cation, endo-uterine application, its repeated ap- 
plication, and vaginal tamponade, also provides 
potential sources for infection. At the Toulouse 
Cancer Center, 78 per cent of treated patients, had 
slight, and 10 per cent had severe, infections after 
radiation therapy. 

To prevent these infections the authors suggest: 
(1) complete bacteriological study, disinfection of 
the cervix, electrocoagulation of the cervix, and 
careful and complete cervical dilatation; (2) choice 
of an applicator which does not completely obliter- 
ate the cervical canal; (3) short, intense, continuous 
applications of radium; (4) discontinuance of ther- 
apy when the temperature rises; and (5) frequent 
change of dressings during treatment. Medical 
measures, such as the administration of serum and 
intravenous saline solution, and the application of 
ice to the abdomen, as well as surgical procedures, 
such as colpotomy, may be necessary. 

Pyometra, a late complication of radiation ther- 
apy, results from cervical stenosis. Technical faults, 
trauma to the cervix and improper dosage, may cause 
this condition. Prophylaxis is of the utmost im- 
portance. Surgical treatment aims to establish drain- 
age, bring about disinfection, and effect systematic 
dilatation. Conical excision of the cervix or fundal 
hysterectomy are the procedures of choice. 

In discussing the second group of complications, 
i.e., radiation lesions per se, the authors give de- 
tailed accounts of local as well as distant, early as 
well as late, injuries caused by x-ray or radium 
irradiation. They discuss the effects of the rays 
upon the blood stream, urinary tract, intestinal 
tract, genitalia, and skin. 

The complications which occurred in a series of 
1,200 clinic and privately treated patients are listed 
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in tabular form at the conciusion of this article. A 
few figures from this table serve to illustrate how 
frequently mild or severe complications are observed. 

Of the minor complications, vaginitis occurred in 
go per cent; proctitis in 80 per cent, cystitis in from 
15 to 20 per cent; and fever in 78 per cent. Grave 
complications occurred in 29.1 per cent, and late 
complications in 1.7 per cent. The mortality of the 
clinic patients was 4.3 per cent, and of the private 
patients, 3 per cent. Infections occurred in 3.7 per 
cent of the clinic patients and in 2.08 per cent of the 
private patients. 

The authors conclude that while complications are 
more frequent than is commonly realized, the mor- 
tality and morbidity of radiation therapy does not 
compare to that charged to the surgical treatment of 
operable carcinoma. Great as the complications of 
radiation therapy may be, they are nevertheless a 
small price to pay for a form of therapy which is 
exceptionally efficacious and often offers the only 
hope in advanced cases. | Haroip C. Mack, M.D. 


Rosset, W.: Sarcoma of the Uterus; Pathology and 
Clinical Aspects; Material of the University 
Gynecological Clinic at Freiburg since 1927 
(Das Uterussarkom, pathologische Anatomie und 
Klinik, sowie Material der Universitaets-Frauen- 
klinik Freiburg seit 1927). 1936: Freiburg i. Br., Dis- 
sertation. 

The author presents a detailed dissertation on the 
frequency, age incidence, and classification of uter- 
ine sarcoma in the wall and endometrium, as well as 
a description of the sites of the neoplasm in the body 
or cervix, its regressive changes, metastases, symp- 
toms, diagnosis, clinical course, and prognosis. With 
the aid of numerous microscopic illustrations, the 
author describes the various histological types of 
uterine sarcoma: myosarcoma, round-cell sarcoma, 
spindle-cell sarcoma, giant-cell sarcoma, alveolar 
sarcoma, angiosarcoma, grape-like sarcoma, and 
carcinosarcoma. When at all possible, surgical treat- 
ment is to be preferred. Hysterectomy including re- 
moval of the adnexa may be performed by either the 
abdominal or vaginal routes. Irradiation therapy 
has accomplished little; only Wintz can report per- 
manent cures in over 52 per cent of his cases with 
x-ray therapy alone. According to the author, ra- 
dium therapy appears to give unusually poor results. 
Of the thirteen histologically proved cases, one was 
free from recurrence for three and one-half years, 
another for three and one-quarter years, and two, 
for nine and four months, respectively. Of the re- 
maining nine cases, one could not be treated as the 
patient died promptly on admission to the clinic; 
two terminated fatally following operation; three 
terminated fatally from recurrences within one year 
after treatment, and one of recurrence four years 
after operation. Two other patients are alive, 
although suffering from recurrence. Of the twelve 
treated patients, ten were treated surgically; two, 
for general reasons, were subjected to irradiation 
therapy alone. The patients who have been cured to 
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date have been treated surgically. A case of grape- 
like sarcoma of the vagina which caused the death of 
a two-year-old child in the course of ten months is 
described in detail, and very instructive histological 
pictures of the tumor are shown. 

(Hupert). C. Mack, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Motta, G.: Torsion of the Normal Uterine Adnexa 
(Sulla torsione degli annessi uterini normali). Arch. 
di ostet. € ginec., 1937, 15: 112. 


Motta states that the clinical picture of torsion of 
the uterine adnexa has been well studied, but little 
is known about the mechanism by which this torsion 
occurs. It was formerly taught that torsion of the 
uterine adnexa can only occur in the presence of dis- 
eased tubes. Based on his experience the author 
believes, however, that torsion may also occur in 
normal uterine adnexa. 

The case observed personally by the author was 
that of a thirty-four-year-old woman, a para-iii, who 
suddenly developed severe pain in the right lower 
abdominal quadrant accompanied by vomiting, vag- 
inal bleeding, and elevation of temperature. Exam- 
ination at the hospital revealed marked abdominal 
rigidity and in the region of the cul-de-sac there was 
found a mass about the size of an orange. A tenta- 
tive diagnosis of a retro-uterine hematocele was made. 

Under ether anesthesia a pelvic laparotomy was 
performed, and after opening the peritoneum the 
right fallopian tube was inspected and found to be 
markedly enlarged and twisted on its longitudinal 
axis. The torsion involved the right uterine adnexa 
extending to a point about 1 cm. from the margin 
of the uterus. A portion of the broad ligament on 
that side was found to be stretched bv the twisted 
tube. A subtotal removal of the uterus and its ad- 
nexa was performed. The postoperative course was 
good and the patient made an uneventful recovery. 

Examination of the surgical specimen revealed a 
marked enlargement of the right uterine adnexa in- 
cluding the tube, mesosalpinx, ovary, mesovarium, 
and the broad ligament. Throughout the entire 
mass there were hemorrhagic infiltration and necrotic 
areas. Histological examination revealed an inter- 
stitial hemorrhagic infiltration which involved all the 
layers of the wall of the tube and obliterated com- 
pletely its normal microscopic picture. There were 
no inflammatory changes and the left tube was found 
to be normal in every respect. 

Motta subdivides cases of torsion of the uterine 
adnexa into (a) total torsion, when the entire adnexa 
are involved, and (b) partial torsion, when only the 
tubes or the ovaries are involved in the process. The 
right tube is predominantly affected and usually the 
torsion occurs at its isthmic portion. 

The author concludes by stating that the term 
“total or partial torsion of the uterine adnexa” 
should be applied only in those cases in which the 
adnexa were originally normal. The mechanism of 
torsion in previously diseased adnexa is essentially 
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the same as that of cystic or solid tumors of these 
organs. The mechanism of torsion of originally nor- 
mal adnexa appears to be totally different. Many 
theories have been advanced in this respect but the 
most plausible one is the hemodynamic theory sug- 
gested by Payr. This investigator believes that tor- 
sion occurs in these cases mainly as the result of an 
abnormally ample broad ligament. In the presence 
of subsequent circulatory disturbances torsion of the 
adnexa is apt toensue. Ricwarp E. Soma, M.D. 


Mocquot, P.: Conservative Operations in Bilateral 
Adnexitis (L’opération conservatrice type dans 
les annexites bilatérales). Gynéc. et obst., 1937, 35: 
241. 

In cases in which there is bilateral inflammation 
of the adnexa, the reproductive function is lost, but 
the endocrine balance and the menstrual cycle can 
be maintained by conservative operation. There 
are three types of operation which maintain the 
utero-ovarian synergy: (1) removal of the two 
tubes and, as a rule, one ovary, with preservation 
of the uterus and a sufficient quantity of normal 
ovarian tissue, (2) fundus hysterectomy, i.e., re- 
section of the fundus of the uterus in addition to 
the procedures listed in (1), and (3) bilateral removal 
of the adnexa with preservation of the uterus and 
an ovarian graft. 

There is another possibility if it is not desirable 
to preserve the body of the uterus; this is an opera- 
tion suggested by Budmilic, which consists in a 
subtotal hysterectomy with an oblique V-shaped 
section of the cervix and a graft of a fragment of the 
endometrium between the two flaps, and also an 
ovarian graft. This operation prevents meno- 
pausal disturbances for a time, but they appear 
later, although in diminished severity. Fundus 
hysterectomy is a valuable operation, but it is more 
difficult than the others; also, the preserved ovary 
receives its blood supply only from the utero- 
ovarian artery, which may be insufficient to pre- 
serve its function. Nevertheless, the author has 
employed this operation in some cases of bilateral 
adnexitis with retroversion complicated by ad- 
hesions. He prefers the first type of conservative 
operation. At first he used it with some hesitation 
in young women whom he did not wish to castrate. 
The operation removes only those organs that have 
lost their function and leaves in situ organs that 
maintain the endocrine balance and the menstrual 
cycle. He has performed it in fourteen cases; two 
of the patients could not be traced; twelve have 
been re-examined from three months to two years 
after the operation. Of these, eight were free from 
symptoms and menstruated regularly; four others 
had some pain, abundant menstruation and en- 
largement of the remaining ovary; one had a 
gonorrheal reinfection. In general, the women were 
in definitely better condition than those in whom a 
hysterectomy had been done. 

Recently the author’s assistant, Gresse, in a 
Paris Thesis, 1936, collected thirty cases in which 
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this operation had been done in the author’s clinic 
in the period from 1926 to 1935. Of these thirty 
patients, twenty-six had non-specific, and four 
tuberculous, adnexitis, which was proved at opera- 
tion. Of the twenty-six patients, one died four days 
after operation with signs of peritonitis. Eight of 
these patients could not be traced. Three had re- 
currences and required a secondary operation; in 
two the condition was not entirely suited for this 
type of operation as a suppurative salpingitis was 
present; and in the third, the author believed that 
the recurrence of symptoms was in part due to a 
psychoneurotic condition. In twelve patients a good 
result was obtained, with relief of symptoms and 
normal menstruation; in two there was some pain, 
especially at the menstrual period, and leucorrhea, 
but these patients carried on all their normal 
activities. 

Of the four patients with tuberculous adnexitis, 
one was not traced; of the other three, only one 
showed a satisfactory result. The last was subse- 
quently operated for tuberculous nephritis, but had 
no further pelvic symptoms and was in good health 
nine years after operation. 

None of the patients was over thirty-six years of 
age; and only nine were more than thirty. So con- 
servative an operation is not indicated in older 
women except in exceptional cases. It should be 
done only in cases without fever or severe general 
symptoms; it is best done within a week after a 
menstrual period. The uterus should be normal in 
position and in size; if there has been any metror- 
rhagia, very careful examination is necessary to 
exclude a tumor or other lesion that would make it 
undesirable to preserve the uterus. A decision can 
be made after the abdomen is open. There must be 
sufficient normal ovarian tissue for preservation; 
and sufficient normal peritoneum to ensure success- 
ful peritonization of the true pelvis when the opera- 
tion is completed. The presence of pus in the tubes 
is not a contra-indication to the operation; but care 
must be taken to avoid soiling the peritoneum or 
the pelvic cavity in evacuating the pus and re- 
moving the tubes. In some cases this conservative 
operation has given better results than were ex- 
pected, in spite of extensive lesions. Two illustrative 
cases are cited. Care must be taken to ensure a 
sufficient blood supply on the side on which the 
ovary, or a part of it, is to be left im situ, by pre- 
serving the arterial arch formed by the uterine and 
utero-ovarian arteries. ALICE M. MEvERs. 


Held, E.: A Clinical Study of Adnexal Tuberculosis 
(Etude clinique de la tuberculose annexielle). Gynéc. 
et obst., 1937, 35: 327- 


The diagnosis of pelvic tuberculosis is always diffi- 
cult to make. Most often this condition is recognized 
only after histological examination. The author pre- 
sents a series of thirty cases of this condition ob- 
served over a period of five years. All were proved 
histologically or bacteriologically. He points out the 
salient clinical features of this disease. 
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A frank family history of tuberculosis was rerely 
obtained. Eleven of thirty patients gave histories 
of pleurisy in the past, and in three instances tuber- 
culous peritonitis was known to have affected these 
patients during childhood. Concomitant pulmonary 
involvement was not present, leading the author to 
raise the question whether these patients had a spe- 
cial predilection for tuberculosis of serous surfaces. 
Pre-existing gonococcal infection of the tubes was 
present in only one instance. Three patients had 
had pregnancies; one of the pregnancies was followed 
by puerperal infection. Six patients had had previ- 
ous abortions. Sterility was the chief complaint of 
twelve of these women; in four it was the only symp- 
tom which caused them to seek medical aid. The 
author emphasizes that sterility is an important 
finding in adnexal tuberculosis. This relationship 
must always be borne in mind when a case of sterility 
is presented. 

Amenorrhea was noted in only four cases; three 
patients complained of menometrorrhagia; and dys- 
menorrhea was noted in 50 per cent. Generally 
speaking, the author found little that was sympto- 
matic of tuberculous infection of the pelvic organs; 
pain was usually not severe; there was usually no 
profound debilitating effect upon the patient, which 
was contrary to common opinion; fever was or was 
not present; and subnormal temperatures were not 
infrequent at the onset. The pulse rate varied, 
ranging from 80 to 100 per minute. In twenty 
patients the acceleration of the pulse was out of 
proportion to the temperature elevation. The 
author feels that this fact is of some diagnostic value. 

Laboratory studies, such as leucocyte counts, sedi- 
mentation rate, tuberculin tests, guinea-pig inocula- 
tion, and the Besredka reaction, are discussed. With 
the exception of guinea-pig inoculation of exudate 
obtained by cul-de-sac puncture, the author finds 
little of value in laboratory procedures. Prolonged 
sedimentation rates during afebrile periods are 
somewhat suggestive. Exploratory laparotomy must 
often be employed. 

With the means enumerated above, the author 
was able to make a clinical diagnosis in five in- 
stances. In five other cases a bacteriological diag- 
nosis was made. Haroip C. Mack, M.D. 


Simard, L. C.: Primary Chorionepithelioma of the 
Ovary. A Report of Two Cases. Am. J. Cancer, 
1937, 30: 298. 


Primary chorionepitheliomas of the ovary are of 
particular interest because of their rarity and be- 
cause their exact origin is still open to discussion. 
The author reports two cases which showed unusual 
features, one in its structure, and the other in its 
clinical manifestations. 

The author’s first patient, a woman aged forty- 
two years, gave a history of continuous uterine bleed- 
ing from June, 1929, to March, 1930. At the latter 
date the hemorrhage ceased and the patient became 
aware of a mass in her abdomen. There had been no 
history of pregnancy in the five years previous. A 


GYNECOLOGY 419 


diagnosis of pedunculated fibroma of the left horn of 
the uterus was made. 

At operation it was found that the tumor was in 
the left ovary, and a subtotal hysterectomy with bi- 
lateral salpingo-oophorectomy was performed. The 
ovarian tumor weighed 410 gm. and measured 
16 by 10 by 9 cm. The histological diagnosis was 
chorionepithelioma. Two weeks after discharge from 
the hospital the patient was bedridden with short- 
ness of breath, persistent cough, pallor, and marked 
emaciation. The x-rays gave evidence of metastases 
in the lungs. The patient died two months after the 
operation. The important findings at autopsy were 
as follows: 

There were no evidences of recurrence or metas- 
tases in the abdomen. The mucosa of the uterus 
and tubes showed no modification. The pulmonary 
metastases were of the same histological structure 
as the primary tumor. There was absolutely no 
doubt about the diagnosis of chorionepithelioma. 

In the pathological study of the first case one of 
the fragments was worthy of special mention. It 
was formed by ovarian stroma which was barely 
modified by the edema and was bordered by the 
invading chorionepithelioma. Many vessels of small 
caliber revealed around their endothelial lining a 
thick sheath made up of several layers of cells. 
These cells were large, and were round, oval, or club- 
shaped. Each cell was sheathed by a delicate col- 
lagen lining. The cytoplasm of the cells, which was 
transparent, clear, and acidophilic, contained fine 
granulations stained blue by phosphotungstic hema- 
toxylin, and black by iron hematoxylin. The nu- 
cleus, swollen and lacking in chromatin, was oval 
and was located in the center of the protoplasm. 

The author assumes that the decidual cells were 
formed from the connective-tissue cells of the ovary, 
or that these perivascular cells would have the 
same significance as decidual cells. The fact is 
worthy of mention because never to his knowledge 
have such elements been described in relation to a 
primary ovarian chorionepithelioma. Interest is 
augmented by the fact that this is likely to throw 
light on the causality of decidual cells. In normal 
pregnancy decidual reaction has been attributed to 
several hormones, estrin, folliculin, and the pla- 
cental hormone. In this case the last hormone seems 
to play a part as the tumor is formed exclusively 
of a pure culture of chorioplacental elements. It 
would seem then that the decidual cells in the ovary, 
which have been described, are attributable to the 
chorionepithelioma, and it would follow that the 
decidual cells in normal pregnancy are attributable 
to a chorioplacental hormone. 

The second patient was a virgin seventeen years 
of age with a tumor in the right lower quadrant. At 
operation a mass attached to the right ovary and 
about the size of a baby’s head was removed. At 
this time both the urine and a specimen of the tumor 
gave a strongly positive Aschheim-Zondek reaction. 
The patient died four months after an uneventful 
recovery, but no details as to the circumstances of 
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her death could be obtained, and no autopsy was 
performed. The pathological report in this case was 
chorionepithelioma. 

The author gives a rather complete résumé of 
cases of chorionepithelioma of the ovary found in the 
literature, and he reports that the cause of this con- 
dition is ascribed to different origins by different 
authors. He summarizes the various theories which 
have been suggested in explanation of chorionepi- 
thelioma of the ovary as follows: (1) malignant trans- 
formation in the ovary of chorioplacental cells, 
carried from the uterus or the tube following preg- 
nancy; (2) malignant transformation in the ovary 
of trophoblastic elements following ovarian preg- 
nancy; (3) ovarian metastases of primary chorion- 
epithelioma of the uterus or of the tube; and 
(4) malignant transformation of the trophoblast 
in ovarian parthenogenesis, as suggested by Loeb 
in 

In both cases reported tle author could not logi- 
cally presume that there had been a previous preg- 
nancy, either entopic or ectopic. There was no 
suggestion of recent abortion in either case. And, 
moreover, the uterine and tubal mucosw were not 
altered and contained none of the elements of 
pregnancy. 

Ihe author makes several interesting comments 
regarding the theory of Loeb as to the malignant 
transformation of the trophoblast in ovarian parthe- 
nogenesis. His article includes a classification of 
dysembryomas arising from sex cells, and he has 
quoted many authors in support of the theory of 
parthenogenetic origin of primary chorionepitheli- 


oma of the ovary. Thus the theory of parthenogene- 
tic origin of almost all of the teratomas and the 
chorionepitheliomas of the gonads is more and more 
generally accepted. The teratomas would originate 
from parthenogenesis in the adult ovary, from 
androgenesis in the adult testicle, and from ephebo- 
genesis in the gonads before puberty. The chorion- 
epithelioma would arise independent of normal 
fertilization from the ectoderm of the teratological 
ova, in the first state of their development. The 
parthenogenetic hypothesis seems to have begun to 
be demonstrated. It offers a better explanation of 
the benign or malignant forms of the majority of 
the dysembrvomas. ALBERT Matatev, M.D 


EXTERNAL GENITALIA 


Cotte, G., and Mileff, A.: Histophysiological Data 
On the Treatment of Pruritus Vulve by 
Means of Folliculin (Données histophysiologiques 
sur le traitement du prurit vulvaire sénile par |a 
folliculine). Gynécologie, 1937, 30: 195. 

The authors describe a case of pruritus vulvee in 

a sixty-eight-year-old woman who entered the 

menopause at the age of fifty. Her general health 

had always been good. Itching of the vulva began 
two years previously following an attack of inter- 
costal neuralgia on the right side. When the 
woman was admitted to the hospital for study, none 
of the usual causes of pruritus were found. Biopsy 
of the vagina was made by excising a small section 
of mucosa in the region of the posterior cul-de-sac. 
Histological study revealed an atrophic, non- 
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functionating mucosa. Impregnation of the tissue 
with Lugol’s solution gave a distinct, though slight, 
glycogen reaction near the surface. In certain areas 
the mucosa was ulcerated, the underlying layers 
showing signs of congestion and inflammation. 

During a period of eight days following admission 
to the hospital the patient received 40 mgm. of 
estradiol Benzoate (estrogenic hormone) by intra- 
muscular injections. Itching ceased two weeks 
after the onset of treatment. Biopsy at this time 
showed regeneration of the mucosa, and clear-cut 
activity of the basal functional layer with numerous 
mitotic figures. Impregnation with Lugol’s solu- 
tion showed glycogen in large amounts. 

The authors believe that this case illustrates the 
physiology of the vagina; namely, that the vagina 
is under the control of the ovary. Their studies of 
the vaginal mucosa in cases of hyperhormonal 
amenorrhea showed excessive vaginal reaction, 
quite the contrary of that observed in amenorrhea 
accompanied by infantilism. They believe that the 
vagina promptly reflects the folliculin balance within 
the body. 

The authors next discuss the relationship between 
glycogen and vaginal acidity. This state of acidity, 
found only in the human female, is necessary to 
protect the genitalia against ascending infection. 
The acidity results from a transformation of 
glycogen to lactic acid aided by the Doederlein 
bacillus. Ovarian activity thus indirectly main- 
tains vaginal acidity. The presence of glycogen in 
the vaginal mucosa for from ten to twelve years 
following the menopause is difficult to explain if 
ovarian activity alone is responsible. Presumably 
some degree of ovarian activity, even if not enough 
to bring about menstruation, may persist even after 
the climacteric. If this is true, kraurosis vulve or 
pruritus vulve may represent the results of extreme 
degrees of ovarian involution. On the other hand, 
even after surgical castration, some glycogen per- 
sists in the vaginal mucosa, even though the amount 
is generally less than after the normal menopause. 
Further information concerning glycogen metabo- 
lism is necessary to clarify these points. Perhaps 
the pancreatic insulin plays some réle in this, with 
the ovarian hormone acting in a supplementary 
manner to fix the hormone in the tissues. What- 
ever the relationship may be, it appears that the 
administration of ovarian hormone in large amounts 
is capable of re-establishing the function of the 
vaginal mucosa. Relief of pruritus may be due to 
the vaginal regeneration, or perhaps it is brought 
about by diminished excitability of the sympathetic 
nerve endings. Haroitp C. Mack, M.D. 


Taussig, F. J.: Sarcoma of the Vulva. Am. J. Obst. & 


Gynec., 1937, 33: 1017. 


Two cases, a liposarcoma of the labium majus and 
2 lymphosarcoma of the clitoris were seen. Lipo- 
-arcoma has been found in the uterus, the mammary 
ziand, the kidney, the bones, and the extremities. 
Each case is given in detail, together with photo- 


micrographs. These two cases fit in closely with the 
clinical course of sarcoma of the vulva as previously 
described. Frank says, ‘‘They resemble fibromata 
until ulceration and infiltration takes place. Early 
tendency to recurrence is the rule and multiple 
metastases may develop. The lymphatic glands are 
rarely affected, thus differing from carcinoma and 
melanoma.” Lynch considers the prognosis grave. 
Death appears to result uniformly in cases in which 
the diagnosis of vulvar sarcoma is firmly established. 
The diagnosis is usually made only after the disease 
is far advanced; hence, the treatment is usually very 
unsatisfactory. 

Surgery of the primary tumor is usually preferable 
to radiation and is ordinarily not attended by any 
difficulties. Only one case is on record in which a 
five-year freedom from recurrence was reported. The 
value of radium or deep x-ray therapy seems very 
questionable. All in all, sarcoma of the vulva pre- 
sents at the present time a rather hopeless picture. 

Epwarpb L. Cornett, M.D. 


Margarucci, O.: Primary Carcinoma of the Gland 
of Bartholin (Carcinoma primitivo della ghiandola 
del Bartolini). Clin. ostet., 1937, 39: 265. 


The author reports a case of primary carcinoma of 
the left Bartholin gland occurring in a sixty-three- 
year-old female who entered the hospital because of 
a swelling in the vagina. 

The swelling proved to be a solid, egg-sized tumor 
arising from the left labium majus in the region of the 
gland of Bartholin and extending upward into the 
lateral vaginal wall, the rectovaginal septum, and 
the perineum. On the medial surface there was an 
ulcerated area from which a serosanguinous fluid 
exuded. The lymphatic chains along both inguinal 
regions were free of any palpable nodules, and the 
internal genitalia were entirely negative. 

The patient was subjected to a preliminary sig- 
moidostomy, wide excision of the tumor mass, and 
later, removal of the left inguinal lymph chain for a 
metastatic nodule, and closure of the sigmoidostomy. 

The patient made an uneventful recovery and 
histological preparations proved the lesion to be a 
malpighian epithelioma arising from the left gland 
of Bartholin. Georce C. Fivxota, M.D. 


Scoppetta, G.: Cysts of the Vagina (Contributo allo 
studio delle cisti della vagina). Policlin., Rome, 1937, 
44: sez. chir. p. 263. 

The author describes two cases of cyst of the va- 
gina which he has operated on recently. The first 
was that of a woman of twenty-six vears with a cyst 
on the posterior wall of the vagina. It had begun at 
the time of her first sexual contact six years ago. 
The second was that of a woman of thirty-tive vears 
with a cyst on the anterior wall of the vagina. Both 
of the cysts were resected, and recovery was unevent 
ful. There was no evidence of trauma or intlamma 
tion as the cause of the cyst in either case. 

There was no difficulty in the clinical diagnosis of 
these cases, and their chief interest lies in their etiol- 
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ogy. The cysts have been attributed to the most 
varied causes, including trauma and inflammations 
of various kinds. The author thinks that in his two 
cases at least they developed from embryonic rests. 
The one on the posterior wall was probably derived 
from cells of Mueller’s ducts. It is impossible to say 
whether the other cyst developed from Mueller’s 
ducts or the wolffian ducts. Some authors say that 
if these cysts develop from Mueller’s ducts there 
are always other anomalies in the genital tract. 
There were no such anomalies in either of these 
cases. Sometimes muellerian cysts result from incom- 
plete fusion of the two ducts of Mueller and repre- 
sent a true rudimentary vagina. In other cases they 
originate from aberrant epithelial cells of these ducts 
which have become detached during development. 
Aubrey Goss Morcan, M.D. 


MISCELLANEOUS 


Cotte, G.: Resection of the Presacral Nerve in the 
Treatment of Obstinate Dysmenorrhea. Am. J. 
Obst. & Gynec., 1937, 33: 1034. 


Resection of the presacral nerve is now regarded 
favorably by many surgeons as the treatment of ob- 
stinate dysmenorrhea. After an experience of twelve 
years with the operation, the author is convinced of 
the value of resection of the presacral nerve in every 
syndrome associated with an anatomical or func- 
tional disturbance of the hypogastric plexus. When- 
ever the indications were properly observed and the 
operation correctly performed, the results conformed 
to those described in the author’s communications. 

The mortality rate is that of all simple aseptic 
abdominal operations, about 1 per cent. In more 
than 300 operations only two patients died from 
acute pulmonary complications. The author has 
never noted any abdominal complication immedi- 
ately or subsequently, nor any trouble with the 
sphincters or with the genital organs. More than 
50 patients have had pregnancies at a later date, 
and no accident was noted during parturition. 

In the absence of precise and certain physiological 
data concerning the nature and origin of the consti- 
tuents of the presacral nerve, it is difficult to explain 
the successful results of presacral sympathectomy. ~ 
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When all of the known therapeutic measures have 
been ineffective, it seems wisest to advise early op- 
eration. Furthermore, there is the possibility that a 
slight anatomical lesion, such as ovarian endometri- 
osis or adenomyosis of the cornua, which had not 
been discovered by clinical examination may be 
found, and its treatment may be sufficient to relieve 
the dysmenorrhea. Epwarp L. Cornett, M.D. 


Schockaert, J. A., and De Cooman, E.: Actinomyco- 
sis of the Female Genitalia: Case Report (L’ac- 
tinomycose génitale de la femme: relation d’un cas 
personnel). Bruxelles-méd., 1937, 17: 1135. 


After a short historical review of the disease, the 
authors present a detailed report of a case of primary 
actinomycosis of the female genitalia under observa- 
tion at the University of Bruxelles. 

The patient had been referred to the hospital be- 
cause of severe pain in both iliac fossze and the lower 
abdomen, marked dysuria, constipation, and amen- 
orrhea of 1 year’s duration. Some six months prior 
to admission she had had a colpotomy performed for 
the same condition, which was diagnosed as a large 
pelvic abscess. 

The physical examination showed the usual gen- 
eralized changes associated with prolonged illness. 
On bi-manual examination the entire pelvis was 
found to be filled with a hard infiltrating mass which 
obscured the outlines of all the pelvic organs and 
extended upward to the level of the umbilicus. A 
diagnosis of tuberculous adnexitis or old chronic pel- 
vic disease was made and, after transfusion, the 
patient was subjected to laparotomy with removal 
of the uterus, ovaries, and tubes, the latter having 
been converted into a huge bilateral pyosalpinx. 
Histological preparations revealed typical lesions of 
actinomycosis, composed of concentric layers of 
mycelium, leucocytes, epithelioid and giant cells, 
lymphocytes, and sclerotic bands of fibrous tissue. 

The patient made an uneventful recovery but re- 
fused x-ray treatment only to return several weeks 
later with an abdominal wall abscess along the left 
iliac fossa anteriorly. Drainage of the abscess, 
potassium iodide, heat, diathermy, and x-ray treat- 
ment were instituted and the patient made a com- 
plete recovery. Georce C. Frvota, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Reynolds, S. R. M.: Chronic Uterine Distention 
and Its Relation to the End of Gestation. Am. 
J. Obst. & Gynec., 1937, 33: 968. 


A review of the local physiological effects of 
chronic uterine distention under various hormonic 
conditions is given. It is shown that uterine growth 
resulting from distention takes place in untreated, 
ovariectomized rabbits and in rabbits under the in- 
fluence of progestin. When estrin is the predominant 
hormone, the capacity of the distended uterus to 
grow is appreciably reduced. 

With these facts as a basis, analysis is made of 
Hammond’s data on uterine and fetal weights at 
different stages of gestation in the rabbit. It is shown 
that a disproportion exists between the growth of 
the fetus and that of the uterus in the last third of 
pregnancy, the former being much more rapid than 
the latter. It is shown also that the reason for the 
increasing disproportion of these growth rates is due 
largely if not entirely to an increase in the influence 
of the hormone, estrin. Mention is also made of the 
fact that estrin is the hormone which has been 
demonstrated to have the property of imparting 
rhythmic contractility to the uterus. As a conse- 
quence of the limitation of the capacity of the uterus 
to grow, along with the continued increase in the 
size of its contents, the developing rhythmic uterine 
contractions are rendered increasingly more efficient 
and forceful. The theory is advanced, therefore, 
that these physiological conditions are essential to 
the onset of labor, and that the commencement of 
parturition is most likely the result of a convergence 
of these conditions, which brings about nutritional 
changes and an appropriate physical orientation of 
the fetus. 

The common physiological basis between the con- 
ditions which favor the onset of labor and those 
which may be responsible for spontaneous abortion 
is discussed. Epwarp L, Cornett, M.D. 


Puetz, T.: Extrauterine Pregnancies (Ueber Extra- 
uteringraviditaeten). Monatsschr. f. Geburtsh wu. 
Gynaek., 1936, 104: 57- 

The author presents an extensive review of 300 
cases of extra-uterine pregnancy operated upon at 
the Essen Municipal Gynecological Clinic during 
the period from January 1, 1924, to July 31, 1935. In 
297 patients there was a tubal pregnancy, and in 1 of 
these bilateral tubal abortion occurred. In 7 cases 
the site of the pregnancy was in the interstitial part 
of the tube, in ror cases in the isthmic part, and in 
164 cases in the ampullar part. In the remaining 
cases the site was no longer demonstrable. One hun- 
dred and forty-six tubal ruptures and 141 tubal 
abortions were observed. Ten tubal pregnancies 
were still intact at the time of operation. In 1 case a 


full-term secondary abdominal pregnancy was found 
in a woman thirty-nine years of age. At the opera- 
tion, a macerated fetus 53 cm. long was delivered. 
In addition, 2 ovarian pregnancies (0.67 per cent) 
were observed. The author also discusses the cause, 
treatment, and diagnosis on the basis of 106 cases 
treated during the last three and one-half years un- 
der the directorship of Hilgenberg. 

The average age of the patients was figured at 
thirty-one and three-quarters years, from which it is 
concluded that in the majority of cases the causes for 
the occurrence of an extra-uterine pregnancy are not 
of a congenital nature, but are only acquired at a 
sexually mature age. The predominantly etiological 
significance of the inflammatory changes of the geni- 
tal organs is shown unequivocally by the operative 
findings. For example, in 16 of 69 cases, in which no 
former pelvic diseases were mentioned in the past 
history, old macroscopically visible pelveoperitonitic 
sequele were found. In 16 patients ovarian cysts 
were found. 

Nothing special was reported regarding the symp- 
tomatology. The Cullen sign was observed once. 
The insertion of a speculum in 2 cases of tubal rup- 
ture showed that the cul-de-sac of Douglas shines 
through bluish. Only 38 of 106 patients were brought 
into the hospital with the correct diagnosis. The 
diagnostic aids include the sedimentation rapidity of 
the leucocytes by the Westergreen method, examina- 
tion under anesthesia, exploratory puncture of the 
cul-de-sac of Douglas, the exploratory curettage, the 
exploratory laparotomy, and the Aschheim-Zondek 
reaction. In 2 cases in which laparotomy was done 
on the basis of an exploratory puncture there were 
corpus luteum hemorrhages, once combined with an 
adenomyosis of the tube. 

With regard to therapy, it is claimed that every 
recognized extra-uterine pregnancy should be oper- 
ated upon immediately. With great loss of blood, an 
intramuscular sodium-chloride infusion or an intra- 
venous constant-drop infusion of adrenalin was 
given. The number of fatalities amounted to 6 (2 
per cent). Two of the patients died from weakness 
of the circulation, 1 from sepsis, 1 from peritonitis, 
and 2 from anemia. 

(Kart Kocnu). Louis Neuwett, M.D. 


Manzi, L.: The Remote Results of the Therapy of 
Extra-Uterine Pregnancy (I risultati remoti della 
terapia della gravidanza extra uterina). Arch. di 
ostet. e ginec., 1937, 15: 130. 

Manzi studied a vast series of cases of extra- 
uterine pregnancy in the Obstetrical Clinic in Naples 
over a period of sixteen years in an attempt to deter- 
mine the value of conservative treatment in these 
cases. The common methods of treatment of extra- 
uterine pregnancy are removal of the uterine adnexa, 
colpotomy, and medical therapy. 
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In studying this problem the author considered 
mainly the remote effects resulting from these forms 
of therapy, with special reference to the restoration 
of sexual function and the ability to conceive. Most 
of the disagreement arises in those cases in which the 
ectopic pregnancy has not ruptured and in which 
there is no evidence of an anemia. For these cases 
many investigators still advocate medical therapy or 
surgical intervention through the vaginal route, 
although the author and his collaborators are strongly 
in favor of a pelvic laparotomy. Colpotomy and 
medical therapy are indicated only in those cases in 
which the hematocele has become infected or in 
which there are certain local or general conditions 
which strongly contra-indicate a pelvic laparotomy. 

The size of the ectopic mass is no criterion for the 
type of intervention which is chosen. The author 
performs pelvic laparotomies even in cases in which 
the ectopic pregnancy is presumably small. 

In general Manzi is of the opinion that the best 
treatment of ectopic pregnancy is surgical through 
the abdominal route because with this method long 
recoveries, dysfunctions of the generative system, 
irregular menstruations, permanent sterility, and 
other complications of mechanical or infectious char- 
acter can be easily avoided. 

With reference to the rarer types of extra-uterine 
pregnancy, ovarian or abdominal pregnancies, prac- 
tically all investigators agree that the intervention 
should be performed through the abdominal route 
and, during the first five months, as soon as the diag- 
nosis has been made. In older pregnancies in which 
the fetus is alive, the intervention should be post- 
poned until the child is viable while the mother is 
being carefully watched. The reason for this post- 
ponement is that in absence of complications during 
the earlier months of pregnancy, the ovum has prob- 
ably found favorable conditions of growth in the 
abdomen and the danger of subsequent accidents in 
the mother is greatly minimized under these circum- 
stances. 

Concerning the use of x-ray therapy in extra- 
uterine pregnancy, the author agrees with Spinelli 
that it is indicated even in cases in which the hemato- 
cele has already formed. The implanted ovum as 
well as the surrounding chorionic elements are 
strongly sensitive to actinic radiation even in small 
doses. With this method, the pregnancy may be 
promptly interrupted and the proliferation of chori- 
onic villi is arrested. If a hematocele has already 
formed, x-rays will favor its absorption. X-ray 
therapy, however, should be used, in the author’s 
opinion, with the limitations mentioned, i.e., if a 
pelvic laparotomy is contra-indicated or if the pa- 
tient objects to the operation. If x-ray therapy is 
chosen, the diagnosis of ‘ectopic pregnancy combined 
with a hydrosalpinx, with other adnexal lesions, or 
with a concomitant ectopic pregnancy should be 
definitely ruled out. 

After having tabulated the results obtained from a 
series of cases, the author concludes by stating that 
the method of choice in cases of ectopic pregnancy is 


surgical through the abdominal route. The vaginal 
route should be chosen only in cases of infected 
hematoceles which have become extrinsicated jn 
the cul-de-sac. Medical and actinic therapy should 
be used only if certain local or general contra- 
indications exist. Conservative surgery through the 
abdominal route yields the best results, especially 
with reference to the restoration of sexual function 
and the prevention of sterility. 

Recurring ectopic pregnancies are so rare that 
they do not need to be considered here. 

RicHarp E. Soma, M.D. 


Robecchi, E., and Zocchi, S.: X-ray Diagnosis of 
Placenta Previa (La diagnosi radiologica di pla- 
centa previa). Ginecologia, Torino, 1937, 3: 334. 


The authors report their experience with the Ude- 


and Urner method of x-ray diagnosis of placenta 
previa. The method consists essentially of introduc- 
ing a radio-opaque solution into the bladder, and in- 
terpreting the relationship of the roentgenographic 
outlines cast by the fetal head and the urinary 
bladder. 

In a series of thirty-four patients with bleeding, 
three were in the seventh month of pregnancy, 
twelve were in the eighth or ninth month, and 
nineteen were at or near term. 

When the x-ray diagnosis was checked up by 
cesarian section and with the clinical findings, it 
was found to be reasonably accurate particularly 
after the seventh month of gestation and when 
the distance of the head from the upper margin of 
the bladder exceeded 1 cm. The method obviously 
was of no value when the fetus made a breech 
presentation. Georce C. Finora, M.D. 


Dorman, H. G., and Sahyun, P. F.: Identification 
and Significance of Spirochetes in the Placenta. 
Am. J. Obst. & Gynec., 1937, 33: 954- 


The finding of spirochetes in the placenta of 105 
patients is recorded. In the ros cases the average age 
of the patient was twenty-seven and three-tenths 
years, the ages ranging from sixteen to fifty-nine 
years. In 21 per cent of the patients the placenta 
examined was from the first pregnancy. Spirochetes 
can be found in the placenta of the syphilitic new- 
born in sufficient frequency to justify the search for 
them in suspicious cases. The search should be made 
after Levaditi infiltration in portions of the placenta 
which give an indication of the presence of spiro- 
chetes by the presence of pale yellow foci surrounded 
by dark granular peripheries. 

In 391 pregnancies in 75 syphilitic mothers who 
were untreated and who presented spirochetes in the 
placenta of the last delivery, an apparently healthy 
baby was produced in 3 of every 5 pregnancies. 
However, the fact that the newborn baby appeared 
to be healthy did not indicate the absence of 
syphilis. 

The successful termination of pregnancy after 
antisyphilitic treatment does not denote the absence 
of spirochetes from the placenta. The histopatho- 
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logical appearance of a placenta containing spiro- 
chetes is discussed. 

While thorough antisyphilitic treatment may not 
cause the disappearance of spirochetes from the 
placenta, it is nonetheless indicated as it assures 
apparently healthy full-term babies in about 90 per 
cent of the cases. Epwarp L. Cornett, M.D. 


Caffaratto, T. M.: Several Cases of Hemorrhage 
from Rupture of the Umbilical Vessels in Vela- 
mentous Insertion of the Cord (Alcuni casi di 
emorragia da rottura di vasi ombelicali nell’ in- 
serzione velamentosa del funicolo). Ginecologia, 
Torino, 1937, 3: 364. 

Spontaneous rupture of the umbilical cord, either 
partial or complete, is one of the gravest complica- 
tions that can jeopardize the life of the fetus. Two 
complete ruptures in 14,000 cases, according to For- 
sell, and 8 in 4,000, according to Ahlfeld, emphasize 
the incidence of this accident. The site most fre- 
quently found to rupture was the fetal extremity; 
this finding occurred in 80 per cent of Winckel’s 
cases and 77 per cent of Klein’s. 

Occasionally the accident involves only a blood 
vessel, and the bleeding may find its way into the 
amniotic cavity and burrow along the cord to form 
a so-called funicular hematoma, as reported by 
Stocker, Couvelaire, and others; or more frequently 
rupture of an abnormally placed vessel, such as that 
in velamentous insertion of the cord, occurs. The 
incidence of velamentous insertion of the cord has 
been variously estimated; Rhemann places it at 
.3 per cent while Noldeke places it at 1.1 per cent. 

Winckel states that 6 per cent of all macerated 
fetuses and 58 per cent of all premature births are 
due to this complication. Gilfrich states that 58 per 
cent of all abortions are a result of ruptured blood 
vessels in velamentous insertion of the cord. 

The author reports 3 cases of spontaneous rupture 
of the vessels in a velamentous insertion of the cord 
with a fetal mortality of 66 per cent. The cause is 
mechanical rupture of an abnormally placed vessel 
at the site where rupture of the membranes nor- 
mally occurs. The diagnosis, as well as the differen- 
tial diagnosis, was found to be impossible prior to 
delivery. The treatment is entirely prophylactic; it 
consists of mechanical rupture of the membranes 
only on direct vision, and careful manipulation of 
the tight cords as well as the cords around the neck. 
The high mortality rate will be reduced only when 
a method of diagnosis is found. 

GeorceE C. Finoia, M.D. 


Stander, H. J., and Kuder, K.: The Treatment of 
Heart Disease Complicating Pregnancy. J. Am. 
M. Ass., 1937, 108: 2092. 


There is a definite effect of gestation on the car- 
diac output, as shown by experimental work on the 
minute volume in both animals and the human be- 
ing. The amount of work performed by the heart 
starts to increase during the first trimester of preg- 
nancy and at term is approximately 50 per cent 
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above the normal non-pregnant level. Although 
without experimental proof, there can be little doubt 
that labor demands a further and perhaps marked 
increase in the minute volume of the heart. 

The authors are of the definite opinion that the 
functional classification of the New York Heart 
Association is of more value as an aid in the treat- 
ment of the pregnant patient suffering from heart 
disease than the anatomical classification. This is 
as follows: 

Class 1. Patients with organic heart disease able 
to carry on ordinary physical activity without dis- 
comfort. Ordinary physical activity does not cause 
undue fatigue, palpitation, dyspnea, or chest pain. 
Patients in this class do not show physical signs of 
cardiac insufficiency and rarely signs of active heart 
infection. 

Class 2. Patients with organic heart disease un- 
able to carry on ordinary physical activity without 
discomfort. 

(a) Activity slightly limited. Ordinary physical 
activity causes undue fatigue, palpitation, dyspnea, 
or chest pain. Patients in this class rarely show 
physical signs of cardiac insufficiency or signs of 
active heart infection. 

(b) Activity greatly limited. Less than ordinary 
physical activity causes fatigue, palpitation, dysp- 
nea, or chest pain. Patients in this class usually 
show one or more physical signs of cardiac insuffi- 
ciency, the anginal syndrome, or signs of active 
heart infection. 

Class 3. Patients with organic heart disease and 
with symptoms or signs of cardiac insufficiency at 
rest, and unable to carry on any physical activity 
without discomfort. There is fatigue, palpitation, 
dyspnea, or chest pain at rest. Patients in this class 
show marked physical signs of cardiac insufficiency, 
the anginal syndrome, or signs of active heart 
infection. 

In the authors’ series there were 418 pregnant 
patients suffering from cardiac disease. About 85 
per cent of these patients had the milder types of 
involvement, which are grouped as Class 1 and 
Class 2a heart disease. The remaining patients 
suffered from serious heart disease, and are grouped 
as Class 2b and Class 3. They formed the group 
in which the maternal deaths from heart disease oc- 
curred. To a large extent cardiac disease accounted 
for the total uncorrected maternal mortality in a 
series of 18,207 consecutive obstetrical discharges in 
four and one-third years at the Lying-in Hospital. 

In 14,157 obstetrical patients discharged from the 
hospital, the incidence of cardiac disease was 3.97 
per cent. The maternal mortality was almost three 
times as high in cardiac patients as in the total 
hospital patients. 

Patients suffering from mitral stenosis and in- 
sufficiency constitute more than 4o per cent of all 
cardiac patients, while approximately 20 per cent 
have both mitral and aortic lesions. Mitral stenosis 
accounts for 18 per cent and aortic lesions for 1.44 
per cent. Only 2 of the 418 patients had definite 
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congenital heart lesions. Rheumatic heart disease 
accounts for about 90 per cent of the cases. 

Only 41 per cent of the group of 418 patients gave 
no history of rheumatic fever, scarlet fever, chorea, 
or frequent sore throat. About 50 per cent were 
wholly unaware, at the time they first consulted a 
physician in their pregnancy, of the existence of a 
cardiac disease. 

Hospitalization and complete rest are the greatest 
aids in the treatment of heart disease in pregnant 
women. Digitalis and its compounds are of definite 
help in the severe types of the disease. Increased 
pulse and respiration rates, dyspnea and cyanosis, 
undue fatigue, palpitation, and chest pains are the 
outstanding signs and symptoms in the evaluation of 
the cardiac condition. The treatment in Class 1 and 
Class 2a cardiac patients consists of hospitalization 
two weeks before term, followed by spontaneous de- 
livery or, in a small number, forceps delivery at the 
beginning of the second stage. The severe types, 
Class 2b and Class 3, must be hospitalized earlier in 
the pregnancy in order to decide whether the preg- 
nancy should be allowed to continue, and if it is 
permitted to continue, delivery should be effected by 
forceps unless the patient is in the Class 3 category. 
In those patients who have had a definite break in 
compensation, it is advisable, after adequate hospi- 
talization with digitalis therapy, to perform a cesar- 
ean section either at viability or at term, and follow 
it with sterilization. Cuartes Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Foederl, V.: The Use of Evipan-Sodium for Narcosis, 
Intoxication, and Twilight Sleep in Obstetrics 
and Gynecology (Die Anwendung des Evipan- 
Natrium fuer Narkose, Rausch und Daemmerschlaf 
in der Geburtshilfe und Gynaekologie). Arch. f. 
Gynaek., 1936, 163: 123. 

This article is based upon the experience in 3,000 
cases of evipan narcosis in gynecology and about 
500 cases in obstetrics. Contrary to the generally 
accepted view, evipan-sodium is considered as a 
prototype of a regulating injection narcotic as with 
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the needle in a stationary position the dose can be 
adjusted according to individual and operative 
requirement. The idea of evipan intoxication is 
contrasted with the idea of evipan narcosis. To 
attain evipan intoxication, in a body from 155 cm. 
to 175 cm. long, a rapid injection of from 4 to 6 c.cm. 
evipan is made, at 1 c.cm. per second. In cases of 
anemic women and those with weak underdeveloped 
muscles, the dose is reduced 1o per cent, while in 
cases of athletic, plethoric women, the dose is in- 
creased 10 per cent. 

A description of the twilight sleep is then given. 
After the effect of 0.5 c.cm. of thymophysin is pro- 
duced, from 3 to 5 c.cm. of evipan sodium, according 
to need, are given slowly in the fifteen to twenty 
minute period before the expected birth, 1 c.cm. in 
thirty seconds to induce sleep. If there should be a 
delay in the delivery, an additional injection of 2 
c.cm. is given. By this method, one can dispense 
with forceps, hand manipulation, and extraction. 
A prolonged twilight sleep, lasting as long as six 
hours, is brought about with the rapid administra- 
tion of 2 c.cm. in the veins in the middle of the 
initial period. At the same time, another injection 
of 8 c.cm. in the muscles is given in a radiating 
manner in the extensor surface of the thigh. In case 
the twilight sleep is weakened within the six hour 
period, it will suffice if the infiltrated muscle is 
lightly massaged, as through quicker absorption 
a deeper sleep is brought on. To counteract the 
delivery pain 2 c.cm. additional are injected in the 
veins. If the delivery should last longer than six 
hours, another injection of 10 c.cm. can be safely 
given in the muscles. In the last 150 deliveries 
there was not one single failure in the sense of an 
incomplete memory defect. There were pronounced 
signs of irritation with motor restlessness in 6 per 
cent of the cases. No ill effects were noted, either 
in the mother or in the child. The period of de- 
livery was shortened by one and one-half hours in 
cases of primipara, and by one-half hour in cases of 
multipara. Failures on account of resistance to 
evipan amounted to 4 per cent. 

(FRANKEN). CLARENCE C. REED, M.D, 
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ADRENAL, KIDNEY, AND URETER 

Heitz-Boyer: Vertical Pyelography in One or Two 
Positions (La pyélographie en verticale—verticale 
simple et double verticale). J. d’urol. méd. et chir., 
1937, 43: 330. 

Heitz-Boyer reiterates the importance of his 
method of pyelography, presents a refined tech- 
nique and, stresses the fact that he regards it of 
far more value than the extra effort which it re- 
quires, promises. 

For fifteen years he has used the vertical method 
of pyelography together with the horizontal in pre- 
operative studies of pathological changes in the kid- 
ney, ureter, and bladder, and found his method par- 
ticularly valuable in cases of hydronephrosis, ptosis 
of the kidney, ureteropelvic obstruction, ureteral 
angulation or compression, and ureterovesical ob- 
struction. His technique requires a table upon which 
the patient may lie horizontally, in a vertical posi- 
tion with the feet down, or in a vertical position with 
the head down. A coarse metal net may be used be- 
tween the patient and the x-ray film to demonstrate 
the movement of the viscera in the different posi- 
tions. The table need not be a complicated one, but 
one primarily useful to the urologist, allowing facili- 
ties for the taking of roentgenograms in any position. 
The arrangement must be such as to allow the x-ray 
tube to be directly centered over the kidney area 
either above or behind the patient. Briefly, his pro- 
cedure is to use either the intravenous or retrograde 
method, taking pictures with the patient first hori- 
zontal, then with the feet down, then with the head 
down. The ureteral catheters may be left in place 
for either of the last two positions. He insists, how- 
ever, that the entire process be under the supervision 
of the radiologist, the urologist being essentially a 
technician to aid in the taking of the films. 

The author illustrates by roentgenograms how 
non-existent changes can be shown by the three 
positions, as well as the way in which true pathol- 
ogy can be accentuated or minimized by the verti- 
cal positions. It is pointed out, also, that post- 
operative pyelography in the three positions is of 
much more value in the estimation of surgical re- 
sults than pyelography in the horizontal alone. 
Joun Martin, M.D. 


Prandi, D.: The Pyelo-Renal Reflux in Normal and 
Pathological Conditions (II reflusso pielo-renale 
in condizioni normali e patologiche). Sperimentale, 
1937, 91: 72. 

As early as 1856 it was discovered that substances 
injected into the renal pelvis are capable of passing 
into the circulation. Fifty years later this fact be- 
came significant when it was found that certain con- 
trast substances used for visualization of the renal 
pelvis proved to be highly detrimental to the patient 
because they had passed into the circulation. 
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In 1924 Hinman formulated for the first time the 
theory of the “pyelovenous reflux.” This author 
maintained that fluid introduced into the renal pel- 
vis is more or less rapidly passing into the veins by 
diffusion or, in certain cases, with the aid of macro- 
phages. Since this time a large number of investiga- 
tors became interested in this problem and several 
experiments were performed in the attempt to eluci- 
date the mechanism of this phenomenon. 

Prandi studied experimentally the various forms 
of pyelovenous reflux with solutions, bacterial sus- 
pensions in oil injected at ordinary pressures and in 
known quantities into the urethra. These studies 
were made under contralateral chromoscopic, histo- 
logical, and bacteriological control. Also corrosion 
preparations were used. Rabbits were used as ex- 
perimental animals. The experiments were per- 
formed with normal, hydronephrotic, and pyone- 
phrotic kidneys as well as with denervated and com- 
pensating kidneys. 

On the basis of these experiments the author found 
that in normal as well as pathological kidneys there 
may occur a reflux of the contents of the renal pelvis 
into the renal veins. This reflux is not only observed 
with ordinary solutions, but it occurs also with sus- 
pensions and with substances of reduced fluidity 
such as oils. This reflux was also found to occur at a 
pressure less than the secretory pressure of urine, 
which is 60 mm.Hg according to Cohnheim. 

There are two main pathways by which this reflux 
occurs: the first involves the opening of the fornix, or 
papillocalyceal angle, which acts as a safety valve; 
the other occurs through absorption of the tubular 
epithelium or through a rupture of the wall of the 
renal tubule. 

In this process the macrophages participate ac- 
tively. Absorption may also occur directly through 
the renal pelvis or through the ureter. 

Pathological conditions may either retard or en- 
hance reflux action. If the renal pelvis, for instance, 
is in a highly tonic state as it is found to be in hydro- 
nephrosis, the reflux is at first greatly enhanced, but 
as the condition progresses the opening of the fornix 
is anatomically altered and the tubular absorption 
is retarded. 

Enervation of the kidney leads to a type of reflux 
as it is found in hydronephrosis probably due to 
changes of the renal circulation. If the kidney is in 
a compensating stage there occur as the result of it 
anatomical changes such as enlargement of the papil- 
lary crests which greatly favor the pyelovenous 
reflux. 

In the pyonephroses the pyelovenous reflux may 
be retarded or enhanced according to the kidney’s 
response to the inflammatory stimulus. 

The author stresses especially the importance of 
two factors which are vitally concerned with this 
process: 


428 


(1) The configuration of the papillocalyceal angle. 
If the angle is acute the reflux is enhanced; but if the 
angle is obtuse there is a greater tendency toward a 
tubular absorption. 

(2) Physical properties of the liquid present in the 
renal pelvis. The reflux is enhanced in cases of a rup- 
tured fornix with substances of low fluidity or with 
substances whose specific gravity nearly equals that 
of urine. Bacterial suspensions, as a rule, are ab- 
sorbed very easily and rapidly. 

Ricwarp E. Soma, M.D. 


Mingazzini, E.: The Surgical Cure of Nephritis and 
Nephrosis (La cura chirurgica delle nefriti e delle 
nefrosi). Arch. ital. di chir., 1937, 45, 533- 


The following operations are at the disposal of the 
surgeon in the surgical treatment of nephritis and 
nephrosis: nephrectomy, nephrotomy, nephrolysis, 
capsulectomy, renal enervation, periarterial sympa- 
thectomy, periarterial application of 5 per cent 
phenol to interrupt the sympathetic fibers, paraver- 
tebral (sympathetic ganglion) injection of a neu- 
rolytic solution consisting of alcohol, stovain, and 
phenol from the tenth dorsal to the first lumbar 
vertebra, and section of the rami communicantes of 
the eleventh dorsal and first two lumbar spinal 
nerves. 

The surgical risk of nephrectomy and nephrotomy 
is too high. Nephrolysis is indicated in painful con- 
ditions. Capsulectomy appears to be the operation 
of choice. Periarterial sympathectomy is too dan- 
gerous. The author’s experiences with paravertebral 
injections and section of the rami communicantes 
have been too limited to arrive at definite conclu- 
sions. Davip Impastato, M.D. 


Marini, A.: Bilateral Renal Tuberculosis (Sulla tu- 
berculosi renale bilaterale). Arch. ital. di urol., 1937, 
14: 187. 

The author gives a report of the cases of bilateral 
renal tuberculosis at Uffreduzzi’s clinic at the Uni- 
versity of Turin, from 1932 to 1936. Of fifty-one 
cases of renal tuberculosis admitted during this pe- 
riod, sixteen were bilateral. Ten of these were op- 
erable; the others were inoperable either because of 


the advanced stage of the kidney lesions or the 


accompanying pulmonary tuberculosis. Three of 
the patients who were operated upon died in less 
than three months with progressive lesions in the 
remaining kidney and miliary tuberculosis. The late 
results in the remaining cases were satisfactory. 
Marini concludes that bilateral tuberculosis of the 
kidney is much more frequent than is supposed. As 
to operability, these patients were divided into three 
classes: (1) those in which one kidney was gravely 
affected while the other, although containing early 
lesions, was functioning fairly well; (2) those in 
which both kidneys contained early lesions but had 
retained a considerable degree of function, in which 
both participated actively; (3) those in which both 
kidneys were severely, although unequally, affected, 
and both were secreting imperfectly and the total 
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function was insufficient. The cases in the first and 
second groups were operable; those in the third were 
not. Even though the renal lesions may be early, 
operation was contra-indicated in the presence of 
tuberculosis of a certain grade in other organs, es- 
pecially the lungs. Early lesions in other locations, 
however, were helped by removal of the tuberculous 
kidney. Nevertheless, in bone tuberculosis great 
caution is necessary, as a supposedly healed focus 
may be lighted up again. Tuberculosis of the genital 
tract, especially of the epididymis, the seminal vesi- 
cles, and the prostate, does not make the prognosis 
of nephrectomy worse. M. E. Morse, M.D. 


Marion, G.: Sand in the Kidney Pelvis or Ureter 
(De l’ensablement du bassinet ou de l’uretére). /. 
d@urol. méd. et chir., 1937, 43: 


The descriptive term “‘ensablement,’”’ sand 
posit or sand bank, is illustrated by five brief case 
histories of patients who suffered symptoms df renal 
colic or anuria on account of blockage of the ureters 
or kidney pelvis. The author points out that lavage 
of the blocked ureter and pelvis with a ureteral 
catheter, though not always a simple procedure, may 
often bring about sudden and complete relief by 
washing out sand and gravel-like deposits, such as 
frequently tend to form after a patient has had a 
major operation and has received an insufficient 
quantity of fluids. Lavage is particularly worthy of 
trial when the patient already has but one kidney. 
Open operation with the removal of a true calculus 
is advised when medical treatment, such as one re- 
ceives at a spa, has not succeeded in dissolution of 
the calculus or when the deposit of sand cannot be 
moved by lavage. In all cases of anuria which may 
conceivably be due to a blockage of the ureter or 
renal pelvis by sand deposits, ureteral catheteriza- 
tion should be the immediate treatment. 

Too much dependence upon x-ray diagnosis of this 
condition is discouraged because, as is commonly 
known, even formed calculi do not show in the x-ray 
picture at times, and much less sand deposits of 
urates, phosphates, or oxalates. 

Joun Marti, M.D. 


Randall, A., and Melvin, P. D.: The Morphogeny 
of Renal Calculus. J. Urol., 1937, 37: 735. 


None of today’s theories of the cause of renal cal- 
culi, such as infection, urinary stasis and obstruction, 
parathyroid hyperactivity, Vitamin A deficiency, 
and disturbed colloid chemistry, are entirely accept- 
able, and the author creates the primary postulate 
that there must be an initiating lesion which pre- 
cedes the formation of a renal calculus. Experi- 
mental researches in an effort to prove this postulate 
by making an initial lesion were ineffectual. A sec- 
ond postulate was necessary as to where such a 
lesion might be expected to be found. The renal 
pelvis is an uncomplicated structure, lined by sev- 
eral layers of polygonal cells and with a surface 
layer of large flat epithelial cells; it is resistant to 
insults, and performs a simple physiological duty. 
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it could hardly be suspected. The renal papilla, on 
the other hand, is quite the reverse; it is a delicate 
and complicated structure, subject to recognized 
morbid changes. It has been studied but little, and 
its pathology is still unwritten. Therefore, a second 
) stulate was made: the initiating lesion was to be 
jooked for on the renal papilla. 

Of 298 pairs of kidneys examined, 28 showed a 
macroscopic lesion of the renal papilla heretofore 
unrecognized. ‘The lesion consisted of the deposit 
of calcium in the walls of the renal papilla; 11 cases 
showed bilateral, and 4 unilateral, lesions. In 8 in- 
stances true stone was found in the act of crystalliz- 
ing upon such a calcium plaque, and was still firmly 
adherent to it. Multiple variations of this picture 
were observed. By microscopic section and specific 
staining, it was proved that the observed plaques 
were composed of calcium. 

The author demonstrated the relationship between 
such calcium deposits in the wall of a papilla and 
subsequent stone formation. Five phases of stone 
development were observed. Two clinical findings 
were made repeatedly: (1) the smallest shadows of 
renal calculi. were frequently found in the position 
of the minor calyces and were often multiple in a 
given kidney; (2) small calculi, especially those 
passed rapidly, or promptly removed, even though 
the greater part of their surface was highly crystal- 
line, almost always had one surface which was 
smooth, slightly depressed, and distinctly different 
from the remainder. This surface suggested that it 
may have been a point of mural attachment. Micro- 
scopic sections through the plaques of calcium in the 
walls of the renal papillz showed that the first de- 
posit was regularly within the papilla and not on its 
surface. The primary calcium deposit was definitely 
below the surface, and non-inflammatory. It ap- 
pears that the calcium plaque increased in size, the 
covering epithelium lost its support and nutrition, 
and the plaque was denuded gradually of the epithe- 
lial tissue covering it. In one section, a papilla had 
a very definite plaque, and upon it a tiny black speck. 
There was a characteristic calcium plaque, with the 
epithelium ending abruptly at either end, which was 
bathed in calyceal urine and wasa secondary deposit. 
The authors consider this the earliest observation of a 
renal calculus formation, a secondary and apparently 
a different salt deposit on the early lesion. An- 
other kidney specimen showed 3 papilla with the 
simple calcium deposit, but on a fourth papilla was a 
characteristic crystalline calculus growing directly 
upon a calcium plaque. This calculus was about 
2 by 3 mm. in size, of brownish tint, and firmly at- 
tached. Special staining methods showed the stone 
to be of calcium phosphate; the plaque, while taking 
a stain specific for calcium, was not of calcium phos- 
phate. This observation showed both grossly and 
microscopically, a true stone arising from a charac- 
teristic calcium plaque, and the growth of a stone of 
one chemical character upon a basement plaque of a 
different chemical make-up. The commonly under- 
stood infectious process was never seen. The facet, 
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seen on small calculi if apparently of short duration 
in their clinical passage or removal, is not only 
smooth, but also sunken below the surface, with the 
crystalline periphery as a raised edge around it. 
Sections near the edge show not only the undermin- 
ing edge of the plaque, but that the edge appears 
actually lifted from its tissue base. The authors 
believe that when the calculus leaves its birthplace 
and papillary attachment, it does so by first loosen- 
ing the plaque and then tearing it out from its tissue 
bed; the plaque goes away with the stone. 

The cause of the calcium deposit can be explained 
by a reparative effort of the body following cell dam- 
age and degeneration. What causes the damage is 
still unexplained, and the réle played by the various 
processes which have been closely related heretofore 
to stone formation awaits further investigation. The 
chemical character of the salt to be deposited may 
be any one of the urinary salts found in urinary 
stone formations. The physical and chemical make- 
up of the calyceal urine determines the character of 
the salt that will crystallize and form the stone. This 
make-up may be the same throughout, or may vary 
in given periods of time which factor causes the lam- 
ination of stones, or it may be constantly mixed 
with one salt in greater proportion. 

Louts NEuwELT, M.D. 


Nicolai, E.: Recurrences After Operations for Renal 
and Ureteral Calculi (Rezidive nach Nieren- und 
Harnleitersteinoperationen). 1936: Leipzig, Disser- 
tation. 


The frequent recurrence of stone formation after 
operative removal of renal calculi with retention of 
the kidney is a warning not only to remove the 
stone, but also to treat the calculous kidney after 
the operation. Cabot, in 1915, was the first to 
demonstrate the frequency of calculous recurrence; 
he found recurrence in 50 per cent of his cases which 
were operated. According to Chwalla, freedom 
from recurrence of a calculus, naturally, only in the 
kidney operated upon, can be ascertained only 
after six years, even though the recurrences usually 
occur in an average of two years. True and false 
recurrences must be differentiated; the latter 
develop from remains of stones not removed at the 
time of the operation, which are demonstrable if a 
controlling roentgenogram is made immediately 
after the operation for stone. While the avoidance 
of false recurrences is largely in the hands of the 
surgeon, he cannot control the true recurrences, 
as we do not definitely know the causal genesis of 
stones. 

The author then presents in detail a very in- 
structive review of the numerous widely varying 
conceptions of the origin of urinary calculi, which 
should be read in the original. The uric-acid stones 
show a much higher percentage of recurrence than 
the oxalate stones, 13.5:70 per cent, according 
to Hellstroem. 

The operative intervention produces conceivable 
injuries, which favor a new formation of stones; 
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nephrotomy is followed by a considerably higher 
percentage of recurrences than pyelotomy. In 
order to avoid a recurrence after a conservative 
operation, the indication for the operation is greatly 
limited by some authors and a spontaneous passage 
of the stone is awaited as long as possible. On the 
other hand, operation in the aseptic period by 
pyelotomy is the procedure of choice, as the addi- 
tional infection makes the renal injury worse 
because of the increase in size of the stone; and in 
the presence of an existing infection operation is 
absolutely necessary. 

A limitation of the surgical intervention is indi- 
cated in patients who chronically excrete urate 
stones, who spontaneously rid themselves of small 
stones; and, similarly, the operation should be 
postponed in children up to the end of the stone- 
forming period in puberty (Boshamer). Further- 
more, recurrences of so-called neurotic stones, in 
tabes and injuries of the spinal cord, are very 
common, so that operation should be done only in 
the most urgent cases. Individual surgeons always 
follow the lithotomy with a nephropexy so as to 
avoid stasis of the urine by descent of the kidney 
or kinking of the ureter. Some authors greatly 
prefer to avoid the operation for recurrence, except 
for a false recurrent stone found roentgenologically 
immediately after the operation, because of the 
difficulty of the intervention as a result of adhesions; 
they prefer to await spontaneous passage of the 
stone. 

The author then reports on 185 cases of stones 
removed during ten years at the Leipzig Clinic. The 
considerable increase in urinary stones since 1924 is 
demonstrable from a graph. The number of men 
operated upon with retention of the kidney is double 
that of women; in 12 cases the condition was bi- 
lateral, but in only one were both sides operated 
upon. There were 112 pyelotomies, 28 nephrotomies, 
and 41 ureterotomies; suprapubic section was done 
3 times for intramural stones. In the pyelotomies, 
anterior section of the renal pelvis was always done; 
the nephrotomies were made on the convexity of 
the kidney; and palpation was done through the 
pelvis and calyces. Of these 185 patients, later 
detailed information was obtainable in 129. Death 
occurred in 9 cases of the calculous disease from 
uremia, or postoperative complications, urosepsis, 
pneumonia, or embolism, and in 9 cases as a result of 
diseases having no causative relationship to the 
condition. Of the 111 surviving patients, 40 had no 
symptoms, and 14 considered them as slight. In 
54 of the patients who were examined, the possi- 
bility of a new stone formation could be determined. 
An unquestionable recurrence was found in 14 
patients; and the spontaneous passage of a stone 
from the kidney previously operated upon was 
observed in 5 others but they were then free from 
stone. The author estimates the number of recur- 
rences after conservative operation as 12.9 per 
cent. The histories of these 19 cases are reported 
in detail. 
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After 81 pyelotomies, the ultimate results of 
which could be controlled, a recurrence of stones 
was observed in 6 (7.6 per cent) of the patients, after 
19 nephrotomies in 6 (31.1 per cent) of the patients, 
and after 26 ureterotomies in 2 (7.7 per cent) of the 
patients. The tendency toward recurrence was 
especially marked in bilateral cases, and was found 
in 25 per cent of the cases. Chronic urate stones 
show a great tendency to recur; therefore in patients 
with this type of stones operation should be re- 
stricted as much as possible. 

(JANSSEN). Louts NEUWELT, M.D. 


Barney, J. D., and Sulkowitch, H. W.: Progress in 
the Management of Urinary Calculi. J. Ur))., 
1937, 37: 746. 


Dietary and hygienic conditions are important 
factors in stone formation. Inadequate or scanty 
food supplies raise the incidence of stone. The pro- 
longed lack of sufficient fat-soluble Vitamin A in the 
diet is an important factor in the production of phos- 
phatic calculi. It has also been shown that the 
keratinizing effect on the epithelium of the urinary 
tract is produced by the lack of Vitamin A in the 
diet. This keratinized epithelium may serve as the 
nucleus for urinary stones. Higgins claims that all 
of the stones ‘‘invariably” dissolve and disappear 
on the administration of either a high Vitamin A 
acid-ash or a high Vitamin A alkaline-ash diet, if the 
pH of the urine is carefully and frequently checked 
and regulated; but this claim has been denied by 
others. The literature contains innumerable refer- 
ences to the rdle of infection in the formation of 
stone. Many believe that other factors, such as a 
disturbed metabolism and faulty drainage, are of 
equal importance, and that a combination of all or 
some of these factors is necessary for the production 
of stones. Rosenow and Meisser claim that certain 
bacteria, especially streptococci, have a special afiin- 
ity for the urinary tract. Hager and Magath have 
shown that certain stones form in the presence of a 
gram-negative organism capable of breaking up urea 
into carbon dioxide and ammonia, namely, the bacil- 
lus proteus. Urinary stasis has also been claimed to 
be a factor, but infection is often coexistent with 
stasis, and it is impossible to separate cause and 
effect. Inadequacies of renal drainage resulting from 
prolonged recumbent posture, as in bed-fast pa- 
tients, especially those with fractures and with polio- 
myelitis, not infrequently lead to stone formation. 
This is due not alone to the inadequate urinary 
drainage, but to the increased excretion of calcium 
and phosphorus in the urine which accompanies the 
bone atrophy of disuse. Some substances that are 
practically insoluble in aqueous solutions can easily 
be dissolved upon the addition of so-called hydro- 
tropic substances, such as sodium benzoate, sodium 
salicylate, sodium hippurate, urea, and mandelic 
acid. Upon the addition of these substances to the 
drinking water the solubility of calcium oxalate and 
calcium carbonate is greatly increased. The absence 
of sufficient hydrotropic substances in the urine may 
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cause stone formation. Labile colloids tend to pre- 
cipitate and may be the nucleus for stones. Hippuric 
acid can stabilize certain labile colloids, and thereby 
may prevent stone formation. The stable colloids 
may also help to keep certain insoluble salts in solu- 
ition. Therefore, too little of a stable colloid or too 
much of a labile colloid may favor stone formation. 
An excess of crystalloids in the urine may also cause 
stone formation, sometimes as a result of a metabolic 
disturbance, as in gout and cystinuria. Recently, 
the increased urinary excretion of calcium and phos- 
phorus in hyperparathyroidism and the associated 
high incidence of stones containing large amounts of 
calcium and phosphate have been reported. In- 
creased urinary excretion of crystalloids may also 
result in normal individuals from increased ingestion 
of substances sparingly soluble in the urine. Some 
people take large amounts of foods containing cal- 
cium phosphate, such as milk, which predispose to 
phosphate stones. Large amounts of alkali induce 
the precipitation of calcium phosphate. Alkaline 
urine may result from eating vegetables with a high 
alkali ash residue, or fruits in excess. The Sippy 
diet for gastric or duodenal ulcer contains large 
amounts of alkali and high calcium and phosphate 
diets, and results in phosphaturia and calcinuria and 
the precipitation of calcium phosphate and calcium 
carbonate. Food containing large amounts of oxal- 
ates may cause oxalate stones. 

The chemical analysis of the calculus is important 
in establishing its cause. It shows what constituents 
are to be restricted in the diet and whether an acid 
or alkali regime is indicated. The presence of cystin 
or uric acid points to cystinuria or gout. Large 
amounts of calcium oxalate in a stone suggests hyper- 
oxaluria; stones of phosphates suggest hyperpara- 
thyroidism and other conditions associated with an 
increased urinary excretion of calcium and phos- 
phorus. Phosphate stones occur also in urinary in- 
fections with a persistently alkaline urine. Carbon- 
ates also suggest factors leading to alkaline urine. 

In the presence of a calculus containing a large 
amount of phosphates, the presence or absence of 
hyperparathyroidism must first be determined by 
the determination of the serum calcium and inor- 
ganic phosphorus levels, and the urinary calcium 
excretion. A rough estimate of the amount of cal- 
cium in the urine may be made rapidly by the follow- 
ing method devised by Sulkowitch: 

Five c.cm. of an oxalate buffer mixture composed 
2.5 gm. of oxalic acid, 2.5 gm. of ammonium oxalate, 
and 5 c.cm. of glacial acetic acid dissolved in distilled 
water and made up to a volume of 150 c.cm. are 
added to an equal amount of urine, which is acid, or 
has been made acid with strong acetic acid, in a test 
tube and shaken. The turbidity is observed in two 
minutes. In hyperparathyroidism there will be 
much turbidity, while with a normal amount of cal- 
cium excretion there will be less turbidity. In 
marked calcinuria a dense cloud is observed imme- 
diately. The patient should be on a diet free from 
milk or acidifying agents. 
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If hyperparathyroidism can be excluded, two other 
conditions must be considered. The first is increased 
urinary excretion of calcium and phosphorus of 
metabolic origin, as in bone atrophy from disuse, 
especially that associated with long recumbency, as 
in fractures, fusions of the spine and hips, and polio- 
myelitis. In this condition stasis and interference 
with drainage are contributory factors. Stones are 
also found in Cushing’s syndrome. Another condi- 
tion is that in which the diet contains excessive cal- 
cium phosphate, such as milk. Large amounts of 
phosphate are also found with a persistently alkaline 
urine, as in people who ingest large amounts of 
alkalies for minor gastric disturbances and head- 
aches, and much fruit. Another cause for persist- 
ently alkaline urine and phosphate stones is infec- 
tion of the urinary tract with urea-splitting organ- 
isms, such as the bacillus proteus. In some cases of 
phosphatic calculi, the cause is unknown. 

Calculi may consist of one or a mixture of salts. 
Persistently alkaline urine leads to the precipitation 
of phosphates and carbonates. The cause of calcium- 
oxalate stones is unknown, but in certain cases there 
may be an increased endogenous urinary oxalate ex- 
cretion from increased ingestion of oxalates or as a 
result of inspissated urine. Uric-acid stones are 
found in gout, in cases of which a serum uric-acid 
test should be done and other signs of gout sought. 
Cystinuria is a familial condition with cystin stone 
formation and of unknown cause. The diagnosis is 
made by finding the hexagonal cystin crystals in the 
acid or acidified urine. 

Usually fluids are forced for two reasons: to de- 
crease the chance for the collection of pus and debris; 
and to decrease the saturation of crystalloids in the 
urine and facilitate their absorption from the stone. 
The patient should never feel thirsty. The best 
guide is the urinary output. In the presence of 
badly-infected urines and poor renal function fluids 
should be forced up to 4 or 5 liters per day. It has 
not been shown that the restriction of fluids pro- 
duces a more acid urine than a highly dilute one. 
Theoretically, an increased urinary output might 
lead to a more acid urine. When a urinary antiseptic, 
such as mandelic acid, or a ketogenic diet is given, 
fluids should be restricted. 

In the presence of phosphate stones due to hyper- 
parathyroidism, the latter should be treated. The 
treatment of patients with predominantly phosphate 
or carbonate stones of other cause is directed toward 
the solution or prevention of precipitation of the 
phosphates and carbonates. The more acid the 
urine, the more readily this end is achieved. The 
urine should be kept as acid as possible, with a 
PH of from 4.8 to 5.5, with an acid-ash diet and an 
acidifying salt by mouth. The acidity should be 
controlled as otherwise harm may result. Chlor- 
phenol red paper retains its yellow color when the 
PH is less than 5.5, and turns red if the pH is above 
this point. Nitrazine paper undergoes a variety of 
color changes, which permit determination of the 
pH from 4.5 to 7.5. Sodium acid phosphate is 
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widely used to increase urinary acidity, but it has 
the disadvantage of increasing the phosphate con- 
centration in the urine and thus inhibiting the solu- 
tion of the phosphate in the stone. Ammonium 
chloride is the acidifying agent of choice. 

An acid regime is contra-indicated in patients 
with an impaired kidney function, as manifested by 
a high chloride level and a low carbon-dioxide com- 
bining power of the plasma. The most important 
contra-indication for acid therapy is infection with 
urea-splitting organisms, such as the bacillus pro- 
teus and certain streptococci and staphylococci. In 
cases of peptic ulcers this regime may have to be 
modified. It is also harmful in patients with cystine 
and uric-acid calculi, because of the insolubility of 
the latter in acid solutions. In calcium-oxalate cal- 
culosis, acid therapy may also do harm. Uric-acid 
stones are treated by restricting the purin intake 
and with the administration of alkalies by mouth. 
For cystine stones the treatment is directed toward 
the maintenance of an alkaline urine and a reduction 
of the protein in the diet. 

In the hyperparathyroid group, no increase in size 
of the existing stones or recurrence was observed fol- 
lowing parathyroidectomy. In the treatment of 
phosphate and carbonate stones the use of an acid- 
ash diet and acidifying agents by mouth has been 
found satisfactory except when impaired renal func- 
tion or infection with urea-splitting organisms was 
present. 

In bacillus-coli infections, with a pH of 5.5 or less 
in the urine, mandelic acid is very efficacious in 
clearing up infection. It is valueless in alkaline 
urine. The urine is first acidified with an acid-ash 
diet and ammonium chloride by mouth. Then some 
preparation of mandelic acid, sodium or ammonium 
mandelate, is given daily in doses equivalent to 12 
gm. of mandelic acid. Fluids must be restricted, but 
acidosis must be avoided. No specific is known for 
infections with urea-splitting organisms. 

In the presence of recurrent stones after opera- 
tions it is important to determine whether the re- 
currences are true new stones or stones that have 
been left behind at the time of operation. For sucha 
determination the use of renal fluoroscopy on the 


operating table has been recommended by Braasch - 


and Carman. Because of the drawbacks and diffi- 
culties of this procedure, Quinby suggested making 
a film of the kidney on the operating table. Partial 
nephrotomy with avoidance of the large blood ves- 
sels of the kidney in the removal of the stones con- 
stitutes conservative surgery. The importance of 
cortical as well as pelvic drainage after pyelotomy or 
nephrotomy, especially when extensive and severe 
infection is present, is recognized. In stones caused 
by hyperparathyroidism it is better to remove the 
parathyroid tumor before removing the stone if the 
stone causes no obstruction nor acute symptoms. 

In the study of urinary calculi, the cooperation of 
the internist, the clinical chemist, and the bacteri- 
ologist is absolutely necessary. 

Louts NEUWELT, M.D. 
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BLADDER, URETHRA, AND PENIS 


Balderi, G.: Partial Gangrene of the Bladder and 
Posterior Urethra (Gangrena parziale della vescic, 
e dell’uretra posteriore). Arch. ital. di urol., 1937, 
14: 246. 

The present case is reported, first, because it pre- 
sents a new complication of chronic prostatitis of the 
diverticular type, and, second, because it shows a 
number of inflammatory and destructive lesions of 
the posterior urethra and vesical neck which are es. 
pecially interesting on account of their unusual char- 
acter. It is an example of the group of pathologica! 
processes which, localized for a time in the posterior 
urethra, constitute later a starting point for various 
distant and general complications. This group has 
already assumed such importance as to form a sepa- 
rate chapter in urological pathology. The primary 
agent in almost all these cases is the gonococcus. 

The patient, forty-five years old, had a stricture 
as the result of gonorrhea at eighteen years. At 
forty-four years of age he began to have dysuria, fre- 
quency, terminal hematuria, and a purulent urethral 
discharge. The urine contained streptococci, staphy- 
lococci, and gonococci. The prostate was somewhat 
enlarged and painful. The urethrogram showed nu- 
merous small irregularities in profile. The posterior 
urethra had the form of a cone with its base at the 
enormously dilated neck of the bladder and its apex 
at the bulb. 

The patient left the clinic against advice, and re- 
turned eight months later in a much worse condition. 
The urine was fetid. Rectal examination gave signs 
of purulent collections in the prostate. The tempera- 
ture remained normal. Urethrocystography showed 
an enormous dilatation of the posterior urethra, in- 
cluding the neck, and especially of the inferior wall. 
The patient died suddenly before cystotomy was 
performed. 

Autopsy revealed a fibrinopurulent streptococcic 
peritonitis. The posterior urethra, prostate, neck of 
the bladder, and trigone were converted into a single 
huge cavity with necrotic walls. Only a thin shell of 
prostatic tissue remained. There was also a hemor- 
rhagic cystitis and a pericystitis. The testicles, ure- 
ters, and kidneys were not unusual in appearance. 

Evidently the permanganate irrigations used by 
the patient on his own initiative had acted as a caus- 
tic factor in producing the gangrene. 

Balderi gives a general discussion of gangrene of 
the bladder, with a bibliography, urethrocystograms, 
and photographs. M. E. Morse, M.D. 


GENITAL ORGANS 


Schoercher, F.: The Treatment of Prostatic Hyper- 
trophy by Means of Electrocoagulation (Dic 
Behandlung der Prostatahypertrophie mittels Elek- 
trokoagulation). 61. Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1937. 


The treatment of prostatic hypertrophy in the 
past was mainly surgical. The transvesical or peri- 
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neal prostatectomy was rightfully adhered to even 
alter the;instrument of Heywaldt became available. 
This instrument consists of a small knife by means of 
which small grooves are burned into the prostate; 
the necrotic areas were allowed to slough off spon- 
taneously. The period of treatment was therefore 
quite prolonged. Very often incrusted shreds had 
to be removed by means of an instrument. All this 
has been changed since the wire-loop instrument has 
been employed. With the loop large numbers of sec- 
tions, from 3 to 4 cm. long and from 3 to 4 cm. thick, 
can be excised from the prostate. The least amount 
oi prostatic tissue which can be removed at a single 
coagulation is approximately one-half of a test-glass 
full. The severed portions of prostatic tissue are 
withdrawn after each incision. Even if some shreds 
remain in the bladder, they can be washed out 
easily; encrustation of the fragments does not occur 
as in the cases in which the Heywaldt instrument is 
used. The operation is performed without anesthe- 
sia; only the bladder mucosa is anesthetized locally 
with pantocain. 

The results of this form of treatment have been 
vastly improved since the introduction of the wire- 
loop method. About 92 per cent of patients with 
prostatic hypertrophy can be treated by either of 
these two coagulation methods. No deaths resulted 
from the treatment of 200 patients by these means. 
Following coagulation with the cutting instrument 


47 per cent of the patients had no more residual 


urine; with the new instrument, 87 per cent had no 
residual urine. Residual urine up to 50 c.cm. was 
found in 24 per cent of the patients treated by the 
old method; this amount of residual urine was noted 
in only 5 per cent of the patients treated by the loop 
method. Residual urine of more than 50 c.cm. was 
noted following the old method in 21 per cent of the 
cases, and after the new method in only 2 per cent. 
In the course of treatment by both methods from 3 
to 5 per cent of the patients died. The average dura- 
tion of treatment fell from nine to ten weeks to six 
weeks. One hundred and seventy-nine cases of pros- 
tatic hypertrophy, which had been treated by elec- 
trocoagulation, were carefully investigated for this 
report. All these patients had a residual urine rang- 
ing from more than 50 c.cm. to complete retention; 
all were treated for at least eight days by retention 
catheter and bladder irrigations; only those who had 
urinary retention of over 50 c.cm. despite these treat- 
ments were subjected to electrocoagulation. The 
residual urine was thus carefully standardized before 
the operation. Because of poor general health 9 of 


the 179 patients were not subjected to the coagula-. 


tion treatment. Nine patients were more than 
eighty years of age; 85 were between sixty and seven- 
ty years; and 47 were between seventy and eighty 
years. These are ages at which prostatectomy is 
possible only under extremely favorable circum- 
stances, 

In spite of these apparent advantages numerous 
objections have been raised against the coagulation 
method. Mention has been made of the danger of 
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perforating the bladder with the coagulation instru- 
ment. Experience has shown, however, that this 
danger is no greater than after ordinary cystoscopy. 
Moreover, an accident of this type has never been 
known to have occurred. It has also been stated 
that carcinoma of the prostate might easily be over- 
looked by this method. This is possible. In fact, 
however, through regular histological examination of 
the excised particles, prostatic cancers were discov- 
ered repeatedly; in only a few cases would prostatec- 
tomy have been possible on account of the general 
condition of the patient. At all events, electrocoagu- 
lation was the sole means of relieving the symptoms. 
It is well known that there are certain forms of pros- 
tatic hypertrophy which, because of the size and 
position of the prostate, give rise to ureteral compres- 
sion. These cases are rare and are usually associated 
with such a poor general condition of the patient that 
no surgical operation can be performed. This is 
shown by roentgenograms. In these cases the results 
of electrocoagulation alone must be satisfactory. 
The former method of electrocoagulation required a 
period of treatment of from ten to twelve weeks; the 
period of treatment has now been shortened to six 
weeks. The time required, therefore, does not indi- 
cate recourse to the surgical method. Secondary 
hemorrhage of a serious nature was noted only two 
or three times in a series of 200 patients with 600 
coagulations. Epididymitis and orchitis are noted 
no more frequently than following other methods. 
Prostatic abscesses have never been noted. Trauma 
of the vesical sphincter results in urinary inconti- 
nence which is quickly relieved. Recurrences are 
encountered. About 12 of the 200 patients treated 
during the past four years required additional 
coagulations. As compared to the dangers of trans- 
vesical or perineal prostatectomy, these recurrences 
need not be considered a drawback to the meth- 
od since recurrences are noted after prostatectomy 
also. In the Magnus Clinic the surgical operation is 
now performed only for prostatic carcinoma and 
in cases in which a very large prostate causes 
ureteral displacement, provided that the general 
condition of the patient permits. 
Harowp C. Mack, M.D. 


Henningsen, O.: Results of Treatment of Sub- 
vesical Adenoma, So-called Prostatic Hyper- 
trophy. A Critical Study on the Basis of Follow- 
Up Examination of 384 Patients (Behandlungs- 
ergebnisse des subvesicalen Adenoms, der soge- 
nannten Prostatahypertrophie. Eine kritische Studie 
an Hand con 384 nachuntersuchten Kranken). 
Beitr. . klin. Chir., 1936, 164: 444. 

The author critically evaluates the results of the 
two-stage operation on the prostate at the clinic at 
Giessen, after three years. Of the 457 patients 
which were treated and examined, 384 (83.8 per 
cent) were re-examined. The greatest number of 
one-stage operations were performed in the years 
up to 1931: 111 one-stage operations as against 13 
two-stage operations. Since that time the two-stage 
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operation has been depended upon more and more, 
as even a thorough course of treatment with the 
catheter does not provide the necessary decompres- 
sion and prerequisites for the recuperation of the 
patient. Of 120 one-stage operations performed on 
patients of an average age of 65.9 years, 75 were 
permanently successful (62.5 per cent). Forty- 
seven of the patients are still alive, and nearly all 
of them are free from symptoms. Forty-five of 120 
patients (37 per cent) died. Of the deaths, 35 
occurred immediately following the operation. Of 
60 patients with a two-stage operation, 4 died 
uncured; of these 3 died primarily. The remaining 
56 patients, who were relieved of their condition, 
are now in a good condition. Since therefore the 
total mortality, both primary and secondary, follow- 
ing the one-stage operation was 37 per cent, and 
following the two-stage operation only 6.6 per cent, 
today practically only the two-stage operation is 
done. In a series of 54 cases of prostatic conditions 
operated in two-stages, only three deaths occurred 
in the last three years. Prostatectomy is the ulti- 
mate aim in treatment, but because of the number 
of neglected cases and patients who refuse operation 
that aim is far from attained. The estimation of 
operability is quite difficult. The numerous exam- 
ining methods and functional tests should not be 
schematized and operative indications drawn solely 
therefrom. The most important object was ade- 
quate decompression and removal of the hindrance 
to urination which caused the diseased condition. 
One examination was not sufficient, functional tests 
had to be made repeatedly, at intervals. When the 
tests of function were good in the beginning and 
then became progressively worse operation was un- 
conditionally contra-indicated. These tests showed, 
in addition, that the indwelling catheter in a large 
series of cases did not provide adequate decom- 
pression. The upper urinary passages were not 
benefited by relieving the pressure in the lower 
passages. A definitive judgment could be arrived at 
only when several of such examinations were in- 
stituted. An upper and lower limit to the Vollhard 
test and to the residual nitrogen determinations 
could not be set, and the results of several tests 
following one another gave the determination. The 
longer a large amount of residual urine was present, 
the more intensely ascending infection was found. 
Of 51 primary and secondary deaths, 17 of the 
former and 7 of the latter (47 per cent) were ascribed 
to infection. Acute urinary retention played an 
especially important réle in the severity and extent 
of the infection. Infection spread rapidly in the 
passages with retention of urine, but did not keep 
pace in regression with the improvement in the 
kidney function upon relief of the compression. A 
correspondingly long time of preliminary catheter- 
treatment was therefore necessary. In the two- 
stage operation the first operation provided the 
best possible mobilization of the local and general 
resistive forces of the patient. Preliminary vasec- 
tomy offered, in addition, a hindrance to the 


infection spreading to the epididymis and testicle. 
This operation did not produce any regression or 
even a halt in the growth of the adenoma itself. !t 
represented, however, a functional test of the re- 
sistive powers and general reactivity of the body. 
Of 57 patients with palliative operations, 44 
(77.2 per cent) were brought back for re-examina- 
tion. Thirty-seven had been subjected to high- 
frequency coagulation by the endovesical route. 
The results at this period were discouraging, as 
merely an apparent improvement of the condition 
had been attained. The growth of the para-urethral 
glands was in no wise inhibited; quite the opposite, 
it seemed that the superficial cooking exerted a 
stimulus on the processes of growth. Of 11 patients 
only 1 was really cured; 2 of the remaining 10 were 
unable to get along without their catheter at all, and 
the rest could get along without it only temporarily. 
All except 3 died of their ailment within three 
years. Of the last group of 18 patients, 4 presented 
a carcinoma. In occasional cases in which the diffi- 
culty was a stenosis of the bladder neck of an 
isolated middle-lobe, a definitive cure was achieved. 
Coagulation could not be considered a substitute 
for the radical operation, particularly as it is not 
entirely without the dangers of bleeding or post- 
operative abscess. An exact evaluation of the 
operation was impossible also. Two hundred and four 
of 437 patients could not be operated on; of these, 
160 (72.6 per cent) were brought back for re-examin- 
ation. The ratio of the patients not operated upon 
to those who were treated surgically was 53 to 74. 
In the first group were placed the patients who had 
received a preliminary treatment with an indwelling 
catheter but voluntarily left the hospital without 
receiving further treatment. Forty-three refused 
to be operated upon, and of these, 3 today are able 
to go without the catheter, 10 still have considerable 
residual urine and use the catheter occasionally, 
and, of the remaining 28, all but 11 have died while 
still undergoing permanent catheterization. The 
total figures, wherein it is seen that of 43 patients 
there are only 3 living who have no symptoms from 
the prostatic enlargement, show the general poor 
prognosis of the condition and illustrate the great 
importance of early operative treatment. The 
danger of uremia may be controlled with the 
catheter; not, however, the ascending infection. The 
patients who were suffering from inadequacy of 
the upper urinary passages, whose trouble was 
not relieved by catheter treatment, presented an 
unconditional contra-indication to operation and 
could not be saved by any palliative or conservative 
methods. The only difficulty in these cases was 
their recognition. A second group was comprised 
of patients who recovered the power of spontaneous 
micturition and since then remained free from 
trouble. This condition occurred in 33 of 160 
patients who were brought back for re-examination. 
Twenty-four of these are today still alive and well, 
without catheterization since they left the hospital. 
Therefore, 20.6 per cent of all patients subjected to 
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catheter treatment, were cured by one or several 
catheterizations, without other treatment. The 
last group of 84 patients came to treatment in 
such a poor condition that active treatment was 
contra-indicated. Of these, 46 are still alive; all 
the others died within three and a half years. 
Sixty-seven died of their original bladder condition. 
Therefore, of the other patients using a permanent 
catheter, 63.8 per cent are dead. 

In evaluating the results of treatment of pro- 
static hypertrophy importance is not attached so 
much to the momentary functional condition as to 
the course of the functional recovery in the urinary 
passages, in the kidney, in the circulatory system, 
and in the general condition of the patient, and this 
is what determines the prognosis and the operative 
indications. (HEMPEL). JoHN W. BRENNAN, M.D. 


Davis, T. M.: The Technique of Prostate Resection. 
J. Urol., 1937, 37: 763. 


The author advocates the transurethral removal 
of the prostate gland, stating that less than 2 per 
cent of all cases are not adaptable to this procedure. 
He describes in detail the procedure he has developed 
and used in over 1,052 cases. 

In all cases he emphasizes the need for transure- 
thral prostatectomy and not the mere removal of 
the obstructing tissue. 


For anesthesia, trans-sacral and caudal is his 
choice, as over-distention of the bladder is less apt to 
occur during the operation. Postoperative flatulence 
is decreased and liquids can be forced more promptly 
after the operation than when spinal anesthesia is 
employed. 

At the time the resection is to be performed, care- 
ful study of the bladder and vesical neck should be 
made with the right-angle vision telescope and the 
retrograde telescope for the purpose of determining 
the type of obstruction and the location of the 
ureters. 

In cases presenting a median bar, he advocates 
control of the blood supply by cutting and coagulat- 
ing the vessels at the sulci before complete excision 
is made. 

In cases of large median and lateral lobes, he re- 
moves the median and then the lateral lobes, whereas 
when the lateral lobes are large and the median is 
small, the reverse procedure is advisable. 

Massive coagulation is now thought inadvisable, 
but coagulation at the active bleeding points is 
advocated. 

After the operation is completed, the blood pres- 
sure of the patient is raised to within 20 mm. of the 
pre-operative pressure. The removal of calculi is 
carried out after the resection. 

J. Sypney Ritrer, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Rieder, W.: Acute Bone Atrophy (Die akute Knochen- 
atrophie). Deutsche Ztschr. f. Chir., 1936, 248: 269. 


Sudeck, the discoverer of this spotty atrophy of 
bone in the roentgen film, differentiated three types 
of atrophy, or more appropriately, ‘trophic dis- 
turbance of the extremities,’ which may develop 
after trauma or any kind of inflammation, near or 
distant to the site of activity, and which may pro- 
gress and be demonstrable in but a few short weeks. 
These three types are: (1) the peripheral, which de- 
velops because of some external source of irritation; 
(2) the nervous, which is due to damage of the 
peripheral neurons from the posterior spinal ganglia, 
downwards; and (3) the thrombotic, due to throm- 
bosis of the femoral vein. All these forms have in 
common the alteration of the circulation of the blood 
and of the qualitative nutrition. Numerous ex- 
perimental researches were undertaken by various 
authors to study the effect of nerve-section on bone. 
Their results were not uniform, however, in large 
part because of inflammatory lesions and, frequently, 
quite early ulcers. 

The researches of the author are concerned with 
the pathologico-anatomical changes, not studied un- 
til now, with the systematic histological demonstra- 
tion of the acute form of spotty bone atrophy, and, 
further, with the histological researches of experimen- 
tally produced acute bone atrophy. A series of 
typical findings were picked from a large group; the 
most important data were taken from the clinical 
histories, such as fractures, gun-shot wounds, osteo- 
myelitis, tuberculosis, and whitlows, supplemented 
by roentgen films and histological illustrations. The 
experimental observations were reported in a similar 
manner. From all these researches the results were 
correlated in the following way: 

A marked hyperemia of the bone blood vessels 
could be found even in the early phases of bone 


atrophy. The resorption of bone in this stage is. 


brought about by narrow, spindle-shaped osteo- 
clasts. Even after only two or three weeks a very 
much more marked apposition and resorption is es- 
tablished. In spite of widespread and often piled-up 
chains of osteoblasts, the calcification of the wide, 
osteoid trabecular borders is deficient. The path- 
ologico-anatomical changes, particularly the failure 
of calcification, are the expression of a qualitative 
defective new bone formation or dystrophy. Clin- 
ically, one finds in the stage of acute bone atrophy of 
the involved extremity a hyperemia and hyper- 
trophy of the skin; edema; cyanosis; diminution of 
tissue ability to react; delayed appearance and dis- 
appearance of reactive erythema on stimulation by 
cold; pathological changes in the microscopic picture 
of the capillaries. 


Bone atrophy is also produced by immobilization, 
although in this type vasomotor and trophic dis- 
turbances are absent. Arterial ligation has no influ 
ence upon bone structure. Four to six weeks after 
thrombosis of the femoral vein, a typical picture o/ 
acute spotty atrophy occurs; this could not be repro- 
duced in animal experiments by ligation of the larger 
veins. Determination of the alkali reserve by the 
Van Slyke method gave no uniform elevation of CO. 
in venous blood; just as seldom was there a uniform 
change of the blood lactic acid. By venous blood 
perfusion of an isolated area of living bone, an eleva- 
tion of the calcium level of the venous blood is 
demonstrable, although the calcium level remains 
the same during the normal circulation of mixed 
arterial and venous blood. In experimentally pro- 
duced bone atrophy the determination of the calcium 
level peripheral to the site of diseased bone shows a 
reduction of calcium. Exclusion of vessel constric- 
tors in animal experiments tends to restrain the 
development of bone atrophy. Accordingly, cases in 
which the limb dystrophy has not been of too long 
duration may be cured by ramisection. The separate 
parietal layers of the medullary matter are inter- 
spersed by a thick network of nerves. There exists a 
uniform localization and correlation with the vessel 
damage in the bones. Occasionally, after the sub- 
sidence of the original stimulus of the dystrophic 
symptom-complex, an independent disease of the 
peripheral vasomotor system may persist. Common 
to all forms of acute bone atrophy is the damage to 
the circulation and local metabolism. It forms the 
basis for the subsequent development of bone 
dystrophy. The damage to circulation and metab- 
olism leads to a disturbance of equilibrium, particu- 
larly of bone apposition and resorption, so that re- 
sorption predominates. The same stimulating fac- 
tors which dilate the vessels lead to an increase of 
osteoclasts. The irritating factors, which directly 
or indirectly attack the terminal vessel bed, are also 
responsible for the development of traumatically 
produced extremity dystrophy. This dystrophy may 
persist after the exclusion of the original cause. A 
great number of damaging factors may influence the 
development of atrophy due to inflammatory ex- 
tremity dystrophy. In the necrotic form the dis- 
turbance of circulation occurs because of direct nerve 
influence. The existence of the thrombotic form of 
atrophy is bound up with the optimum acidity. The 
foremost principle of treatment aims at the eradica- 
tion of the underlying disease, the improvement of 
circulation, and thereby the improvement of local 
metabolism. 

In difficult and refractory dystrophies of the ex- 
tremity ramisection may bring cure, and even pro- 
gressive improvement may be noted after its use in 
cases of several years’ duration. 

(A. FRAENKEL). JEROME G. FINDER, M.D. 
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Miller, R. H., and Smith-Petersen, M. N.: Further 
Report on Osteomyelitis at the Massachusetts 
General Hospital. New England J. Med., 1937, 
216: 827. 


The authors report ninety cases of osteomyelitis 
seen over a period of two years. They find that two 
years is much too short a time to draw any very 
definite conclusions. And yet, their tendency is to 
become more and more conservative in their treat- 
ment of acute cases. They attack the local lesion 
only after the patient’s condition has been made as 
favorable as possible. They advise draining sub- 
periosteal abscesses; and if they definitely suspect 
that pus is present in the bone, they drill a few 
holes, but nothing more. In cases with a strepto- 
coccus septicemia immunotransfusions should be 
done, and in those with a staphylococcus septicemia 
an antitoxin should be tried. 

The most discouraging cases are those involving 
the femur; of twenty-three, only five are completely 
healed and twelve are being followed. Three am- 
putations were done to save life; two patients died; 
and one patient was lost from observation. Osteo- 
myelitis of the tibia is less discouraging because the 
bone is more superficial. 

Any bone cavity should be uncovered thoroughly. 
The wound may then be packed, and the packing 
changed every few days under an anesthetic, if 
necessary; or the wound may be closed with glass 
cannules, such as devised by Smith-Petersen, sewed 
in at each end. A constant stream of Dakin’s solu- 
tion is then kept running through the depths of the 
wound, In several cases this last procedure resulted 
in satisfactory healing in a shorter time. 

HAWTHORNE C. WALLACE, M.D. 


Logrdscino, D.: The Grocco-Poncet Disease in the 
Picture of Chronic Polyarthritis (Il morbo di 
Grocco-Poncet nel quadro delle poliartriti croniche). 
Arch. ital. di chir., 1937, 45: 201. 


The author presents an excellent review of the 
literature on Grocco-Poncet disease, or tuberculous 
polyarthritis. Hippocrates first accurately described 
the type of people who are most susceptible to 
tuberculosis. 

Bonnet in 1845, Fuller in 1860, Charcot in 1861, 
Lanceraux in 1871, Gubler in 1874, and Molliere in 
1888, all contributed facts toward the final recogni- 
tion of this disease. 

Grocco in 1892 finally grouped all the previously 
known facts concerning the disease and clearly 
formulated our present concept. In 1896 Poncet 
presented a clear-cut case in an adolescent, aged 
fifteen years. 

Of 4,499 cases of tuberculosis, Lawrason Brown 
found only 11 showing signs of arthritis involvement. 
Dumarest, Wollard, Lieviere, and Papatestosi found 
only 56 with arthritis in 1,000 cases at the Sani- 
tarium Mongini. 

The consensus is that the disease is produced by 
an attenuated Koch bacillus, as for example, the 
Calmette-Guérin bacillus. 
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Rist and Bondet have suggested the possibility 
that the organism is of an undetermined acid-fast 
type. Lowenstein suggests avian and Breemen bo- 
vine tuberculosis as the cause. Others have sug- 
gested a diffusible toxin as the principle factor. 

The theory that the causative agent is an ultra- 
microscopic tuberculosis organism has been ad- 
vocated by Fontes, Vaudremer, Haudusol, Bezan- 
zon, Arloing and Donfanit, Valtis and Kohn. This 
theory accounts for the absence of organisms and 
typical pathological tissues at the site of the lesion. 

The theory of focal allergy has been suggested, 
but the author believes it improbable. He believes 
reflex trophic action is improbable also. 

The characteristic signs of the disease are the 
drum-stick phalanges, phthisical habitus, chronic 
cough, fluid in the joints, positive guinea-pig inocu- 
lation, and watch-glass finger nails; and the conclu- 
sive roentgen-ray findings make recognition possible. 
The roentgenogram shows the thickening of the 
shafts of the phalanges, metacarpals, metatarsals, 
and shafts of the tibia. 

The percentage of positive guinea-pig inoculations 
is very small, and finding of the tubercle bacillus 
in fluid is exceptionally rare. Culture of the fluid is 
rarely positive. Tissue transplants into guinea pigs 
and biopsies are most reliable for diagnosis. 

In the cases reported by the author the number 
of joints affected in one patient varied from four to 
thirty-six. Characteristic of this disease is the fact 
that the smaller joints are most frequently affected, 
the larger ones rarely. 

The course of the disease is variable. Climato- 
therapy is usually most effective. Immobilization 
in casts is still a most favorable adjunct. Many cases 
go on for years, developing abscesses and fistule. 
Some of the joints return to practically normal 
function while others become rigid, and partly sub- 
luxated. 

The differential diagnosis from syphilis is occa- 
sionally difficult to make. 

The author reports nine cases of Grocco-Poncet 
disease and three cases of syphilitic arthritis, which 
simulated the former. ScuperI, M.D. 


Fehr, A.: The Clinical Aspect and Pathology of 
Synovioma (Zur Klinik und Pathologie der Syno- 
viome). Beitr. z. klin. Chir., 1937, 165: 88. 


Synovioma is a special form of sarcoma, which 
may arise from the synovia of joints, tendon sheaths, 
and burs. The long duration and the occurrence of 
metastases as a terminal feature are characteristic. 
Microscopically, the picture is often difficult to 
demonstrate, in the later stages the appearance being 
mainly that of a spindle-cell sarcoma. This rare 
tumor was first described by Lejars and Rubens- 
Duval in 1910. The author found nineteen typical 
cases in the literature, but he believes that many 
more have been published under different diagnoses. 
To the previously tabulated cases in the literature 
the author adds four, with further observations of 
his own. Clinical histories and illustrations accom- 
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pany the article. The diagnosis of synovioma was 
not established immediately in any case. The most 
frequent site of origin is from the synovia of the knee 
joint; the tumors are found least often in the tendon 
sheaths. The first case of the author seems to be the 
first case reported in which the tumor originated 
from the tendon sheath. Pain and disturbance of 
function are mild. Bone changes are not demon- 
strable early. The majority of patients are between 
twenty and forty years of age, although a synovioma 
was observed in a nine-month-old child. 

The tumors, which are more or less movable in the 
surrounding tissues, often have a soft consistency. 
The malignancy becomes manifest rather in the 
later course of the disease; metastases to the lungs 
are frequent. It is also difficult to determine the 
diagnosis, macroscopically, at operation. Usually a 
capsule is found, from within which it is generally 
possible to shell out the tumor down to its origin. 
Synoviomas may be confused with fungous tubercu- 
losis and chronic bursitis. Furthermore, they are to 
be distinguished from the typically benign xanthom- 
atous giant-cell tumors. The histological structure, 
as mentioned already, is multiform. Between the 
spindle-celled tissues can be found strands of epi- 
thelial cells. Completely immature-appearing tumor 
tissue may be found next to entirely differentiated 
tissue. The metastases often show the picture of a 
completely immature spindle-cell sarcoma. 

Roentgentherapy is not to be employed since the 
tumors are radioresistant. The author advises ex- 
ploratory excision, and in the circumscribed tumor 
resection deep into the healthy tissues, preferably 
with a cautery-knife. If this is no longer possible, 
early amputation is imperative. 

(RATHCKE). JEROME G. FINDER, M.D. 


Lenormant, C.: Staphylococcic Myositis (Les myo- 
sitis staphylococciques). J. de chir., 1937, 2: I. 


Although pyogenic infection of the muscles has 
always been considered rather rare, careful observa- 
tions made recently lead to the conclusion that it is 
not so rare as supposed. In 1930 a series of 63 cases 
were collected in France. In Japan 150 cases were 
reported in seven years, all of which were due to the 


staphylococcus. Cases of this kind are more common - 


in hot climates than in the temperate zone. 

A typical case is reported by Arnaud: A man of 
forty-nine who had been having recurrent skin 
infections on various parts of the body for about 
eighteen years developed a suppuration in the right 
quadriceps muscle. There was a moderate fever, but 
no pain. At operation an enormous collection of pus 
was evacuated. The opening was counterdrained, 
and a cure was effected in fifteen days. 

In most cases, a careful history will show that the 
origin is a skin infection, impetigo, or furunculosis. 
In a few cases, however, the focus of infection may be 
in a tooth, the prostate gland, or chronic osteomye- 
litis. Patients who are debilitated by other disease, 
who suffer excessive fatigue from exertion, or who 
are not yet acclimated to the tropics are predisposed 
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to pyogenic myositis. Traumatism may be a factor 
in the localization of the infection. The favorite 
sites of the infection are the quadriceps muscle, the 
gluteals, and other large muscle masses of the lower 
extremities. Less frequently, the suppuration is 
found in the pectorals, deltoid, and triceps muscles. 
It is usually limited to one muscle group, but may 


- occasionally be bilateral in the same group. 


Several forms of the disease are described: 

1. The very acute septicemic form is an extremely 
virulent infection, which usually proves fatal in a 
few days. The temperature goes to 40° and over. 
and prostration and delirium are found. True pus is 
not found, but the muscle is infiltrated with a serous 
fluid, and finally becomes indurated. Sometimes in 
these severe cases streptococci are found. For exam- 
ple, a man of sixty-one arrived at the hospital with 
a high fever and pain in the thigh. On incising a 
large tumefaction of the thigh, the muscle was found 
to be a grayish color and infiltrated with a serous 
fluid. Staphylococci were found in the culture and 
necrotic tissue in sections of the muscle. The patient 
died in seven days. 

2. In the acute septicemic form with multiple foci, 
the symptoms are grave and a guarded prognosis 
must be given. The mortality is about 20 per cent. 
Each focus of the infection starts with a swelling 
which finally becomes fluctuant. 

A man of thirty-eight had general septicemia fol- 
lowing a finger infection. The blood culture yielded 
the staphylococcus. Two localized abscesses in the 
back muscles were opened and staphylococci were 
found in the pus. Death occurred in three days. 

3. Sub-acute polymyositis with multiple localiza- 
tions has a tendency to become chronic and persist 
with intermissions for months or years. The origin 
of the infection is almost always cutaneous. In one 
case there was successively an abscess in the left 
sternomastoid muscle, the gluteal region, the left 
arm, one knee, biceps of the right arm, and the ex- 
tensor muscles of the forearm. The fever is moderate 
and goes down after an abscess is drained. Abscesses 
may follow one another in rapid succession as in 
the following case. 

A woman of fifty entered the hospital with a 
temperature of 39.5° and an abscess in the dorso- 
lumbar region which had begun fifteen days before. 
After excision of the abscess, the temperature came 
down, but in a few days it was up again because of 
an abscess in the biceps muscle. This was drained 
and six days later a fluctuant mass in the right quad- 
riceps had to be opened. Within a week, three other 
abscesses, in the pectoral muscle, the left quadriceps 
crural muscle and the left gluteal muscles, had to be 
opened. Pus from all these abscesses showed staphy- 
lococci. 

4. Isolated muscular abscesses with subacute de- 
velopment are the most common form of staphy- 
lococcus myositis. A portal of entry of the bacilli 
can be found in the skin in more than half of the 
cases. There is usually a moderate fever, malaise, 
and chills, and pain deep in the muscle, which is 
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exaggerated by motion. Soon a diffuse induration is 
palpable and sometimes an increased local tem- 
perature can be noted. Edema, softening, and 
iuctuation appear after from ten days to four weeks. 
The prognosis is good. After incision and drainage 
the recovery is uneventful and without permanent 
disability. 

5. In about 10 to 30 per cent of the cases of acute 
and subacute myositis, the process does not come to 
suppuration but heals by resolution. This may take 
place in a few days or a few months. For example, 
a patient had an edema in the calf muscles on the 
third day after an operation for drainage of a pro- 
static abscess. This lasted about forty-eight hours, 
then disappeared and left a rather hard tumefac- 
tion which persisted for about four weeks. This 
form of infection may be multiple. 

6. Cold abscesses of muscle of staphylococcic 
origin are rare. They may be mistaken for tuber- 
culous abscesses, for in fact, most cold abscesses are 
tuberculous. If there has been a history of fever, 
staphylococci should be suspected. Incision and 
drainage will yield pus of a thick consistency, while 
pus from a tuberculous abscess will be thin. The 
origin may be proved by finding staphylococci mi- 
croscopically. 

7. The name “circumscribed sclerotic abscess” is 
applied to a hard chronic tumor mass in the center 
of which is a very small accumulation of pus. There 
may be tenderness on palpation. On attempt to 
aspirate the swelling, no pus may be found, but if an 
incision is made, a small amount may be discovered 
if exploration is carried deep enough. 

8. A chronic diffuse sclerotic form of staphy- 
lococcic myositis may be encountered, as illustrated 
by the following cases: 

A man of thirty-seven had a swelling in the 
anterior aspect of the thigh which seemed to follow 
the contour of the quadriceps muscles. The over- 
lying skin was edematous and adherent to the tumor. 
Sarcoma was suspected and biopsy done. However, 
at the upper part of the incision inflammatory tissue 
was found, and on further opening, a pocket con- 
taining seropurulent fluid was exposed upward over 
the femur to the trochanter. The muscle tissue was 
hard and fibrous. 

In another patient, thirty years of age, there was a 
hard immobile mass in the quadriceps, which was 
flat and indefinitely limited. At operation it was 
found to be adherent to the bone. It gave the im- 
pression of a sclerosing myositis which had super- 
vened on a suppurative lesion. This mass was freed 
from the bone, and fat was interposed to prevent 
re-adherence. 

Such a tumor may resemble a sarcoma so much 
that no characteristics can be distinguished micro- 
scopically between the two. The two essential 
features are hardness and absence of definite limits. 
Early exploratory operation and biopsy are indicated. 
In some cases it may be necessary to sacrifice an 
entire muscle, such as the quadriceps, to cure the 
lesion. Ws. ArtHur Crark, M.D. 
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Howard, N. J.: Peritendinitis Crepitans. A Muscle- 
Effort Syndrome. J. Bone & Joint Surg., 1937, 19: 
447. 

Peritendinitis crepitans is a condition met with in- 
frequently in private practice, but it is quite com- 
monly found in industrial work. A patient suffering 
with this condition presents a localized swelling of 
the forearm or leg associated at times with edema 
and frequently with local heat and redness. He may 
have a slight fever, but the temperature rarely rises 
above 99.6 °. Severe pain is initiated by bringing 
into motion the affected tendons and muscles, and 
crepitus is elicited by palpation or auscultation at or 
near the musculotendinous junction. In the author’s 
series of thirty-two cases, the extensor carpi radialis 
longus, extensor carpi radialis brevis, abductor 
pollicis longus, and extensor pollicis brevis made up 
two-thirds of the total number of muscles involved. 
Fourteen of the thirty-two patients were re-em- 
ployed after long unemployment, or had been as- 
signed to unfamiliar tasks. In other cases the usual 
employment was continued after the occurrence of 
direct trauma. In one case only could a bacterial 
infection be proved. 

Under local anesthesia the author explored the 
involved area and took biopsies in three cases. The 
findings were a clear jelly-like edema of the areolar 
tissue about the muscle and tendon. Histological 
examination showed muscle destruction, thrombosis 
of the venules, and interstitial hemorrhage of muscle 
and areolar tissue. There was a loss of muscle 
glycogen, and relatively acid pH values were found 
in the tissues, the extracts of which were positive for 
lactic acid. These findings suggest that the condi- 
tion was the result of fatigue and exhaustion of the 
muscle groups. At operation the tendon sheaths 
were found to be uninvolved. There was a deposit 
of fibrin in the edematous tissues which was claimed 
to be the cause of the crepitation. Complete im- 
mobilization, including the thumb in cases of in- 
volvement of the forearm, was most essential for the 
relief of this condition. The patients in this author’s 
series averaged ten and one-half days’ disability. 
Various forms of heat, massage, and motion were 
found only to prolong the disability. 

RicHArD J. BENNETT, JR., M.D. 


Londres, G., Nava, P., and Campos, O. P.: A Case 
of Dupuytren’s Disease (Consideragdes sobre um 
caso de “‘Molestia de Dupuytren’”’). Bol. da Sec. 
Geral de Satide e assist., 1936, 2: 95. 


The authors describe a case of Dupuytren’s dis- 
ease in a colored woman nineteen years of age. It 
had begun at the age of twelve years. She was 
admitted to the hospital for an attack of acute rheu- 
matism; she had had a similar attack seven or eight 
years before, and it was following this attack that 
the characteristic Dupuytren deformity began. 
There was no family history of tuberculosis or 
syphilis. There are various theories in regard to 
the cause and pathogenesis of the disease which are 
reviewed. None of them has been proved and the 
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cause is apparently not uniform. The histological 
findings are discussed in detail, and microphoto- 
graphs of the findings are given. The lesions con- 
sisted chiefly of the sclerosis, or fibrosis, of all the 
tissues of the hand from the skin to the bones; the 
contraction caused by the sclerosis brought about 
the peculiar claw hand of the disease. The lesions in 
this case were very extensive; the anatomical lesions 
were out of all proportion to the functional injury 
which was only slight. 

The authors are very skeptical as to the value of 
surgical treatment, which they believe should be 
performed only as a last resort, after other methods 
of treatment have failed. The treatment should be 
based as far as possible on the cause of the disease 
in the individual case. Opotherapy and radiother- 
apy have been successful in some cases. 

Aubrey Goss Morean, M.D. 


Duncan, G. A.: Painful Coccyx. Arch. Surg., 1937, 34: 
1088. 


A review of the anatomy of the coccyx is given 
with special emphasis on the fact that the coccyx is 
less protected in the female than in the male. 

Painful coccyx generally occurs after the age of 
thirty, but may occur any time after puberty. In 
this series 7 per cent of the patients were under 
twenty, 84 per cent between twenty and fifty, and 
9 per cent over fifty years of age. The youngest 
patient was fourteen years of age, and the oldest 
sixty-eight. Ninety-seven per cent of the patients 
were females. Trauma is a prominent feature; 89 per 
cent of the patients gave a history of a fall preceding 
the onset of pain. In the remainder the onset of pain 
was insidious, and may have been due to repeated 
small traumas of which the patient was unaware. 

Explanation of the pain that occurs in those pa- 
tients who do not fall in the aforementioned classi- 
fications can be only theoretical. These theories are 
based on the following factors: (1) infection, such 
as a local manifestation of a generalized infection; 
(2) symptomatic pain, i.e., referred pain of central 
origin due to functional or organic disease of the 
central nervous system, such as hysteria, neurasthe- 
nia, asthenia, the traumatic neuroses, tabes dorsalis 
and toxemia; (3) injury, contusions, or sprains of 


the coccyx; (4) postnatal injury, such as occurred in - 


twelve cases from pressure of the fetal head on the 
terminal nerves of the sacral plexus; and (5) neural- 
gic pain, i.e., an initial trauma which causes violent 
irritation of a nerve and persists without any demon- 
strable lesion of the nerve. 

Contusions of the coccyx and its surrounding soft 
parts, and sprains of the sacrococcygeal joint are 
probably frequent. The contusions and sprains are 
usually caused by direct trauma, such as a fall in 
the sitting position. A fall in this position is more 
likely to traumatize the coccyx in the female because 
of lack of protection afforded by the ischial tuber- 
osities, which are farther apart than in the male, and 
because of the deep posterior position the coccyx 
occupies in the pelvis; whereas in the male, with the 
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coccyx tucked in between the two ischii, the force 
of the fall would be felt first by the ischial tuber- 
osities and then by the prominent sacrum. 

The coccyx is surrounded by compact, fibrous, 
and muscular structures; within this fibrous and 
muscular network on both sides lies the coccygeal 
plexus of nerves, and on the anterior aspect of the 
coccyx are the two sympathetic ganglions. There- 
fore any injury to the soft structures about the 
coccyx may damage the adjacent nerves; and they 
may be involved in the later stages of scar formation, 
thereby being the cause of persistent neuralgia of 
the coccyx. 

Pain is localized to the coccyx or the surrounding 
structures. It is increased by pressure, as from 
sitting. On palpation the pain is most commonly 
caused by pressure from behind on the coccyx and 
the lower end of the sacrum, rather than by pressure 
on the tip or from in front. Pressure exerted in this 
manner corresponds to the direction of the original 
injury. Contraction of muscles, as in the act of 
sitting or rising from a sitting position, is painful. 
Muscles attached to the coccyx in contracting flex 
it and in so doing stretch the tissues affected by the 
original trauma. Pain may be present during defeca- 
tion or urination. There is nothing significant in the 
character of the pain, as it is quite variable. Pa- 
tients frequently sit with one side of the pelvis 
elevated to remove pressure from the coccyx. With 
the index finger in the rectum and the coccyx 
grasped between it and the thumb, tenderness can 
be localized, and the general contour, mobility, 
angulation, and deviation of the coccyx can be 
determined. 

In the differential diagnosis a pilonidal cyst is the 
most common lesion from which a painful coccyx 
must be distinguished. In the presence of a pilonidal 
cyst there is usually a dimpling of the skin or a dis- 
charging sinus. No pain is elicited on rectal ex- 
amination if a pilonidal cyst is present, as this lesion 
is entirely dorsal to the sacrum. 

A tumor of the cauda equina sometimes causes 
referred pain to the coccyx, but there may be 
present sensory changes, saddle anesthesia, and 
paralysis, which may be flaccid or spastic. The pain 
is worse when the patient is lying down than when 
sitting. There is an increase in the protein content 
of the spinal fluid. 

The prognosis of painful coccyx is good. If non- 
operative treatment is undertaken recovery usually 
takes place in from two to four weeks after treat- 
ment is instituted. In some patients the recovery is 
slower, the pain gradually subsiding over a period 
of from four to six months. 

During the past ten years only 30 (11 per cent) of 
the 278 patients included in this study were operated 
on. They were patients in whom non-operative 
measures had failed to give relief. Resection of the 
coccyx yielded satisfactory results. 

Non-operative treatment consisted first of all in 
improving the patient’s posture, having her sit erect, 
and pull the buttocks in under the trunk and thereby 
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taking the superincumbent body weight off the 
coccyx and causing the soft parts surrounding the 
coccyx to act as a natural cushion. Hot sitz baths for 
from twenty to thirty minutes twice each day proved 
of value. Constipation, when present, was relieved 
by suitable laxatives. Local massage has proved 
beneficial to many of these patients. Steady but 
firm stretching of the coccyx posteriorly has been 
done on patients for several consecutive visits, with 
relief from pain. This is done to overcome the 
spasticity of the muscles having their insertion on 
the coccyx and to prevent the formation of ad- 
hesions and contractures in the sacrococcygeal joint 
and the surrounding coccygeal structures. 

Thirty (11 per cent) of the patients in the group 
had operative resection of the coccyx. Twenty-seven 
were females and 3 males; their average age was 
thirty-two years. The youngest patient was fifteen 
years of age, and the oldest, fifty-three. The average 
duration of symptoms before resection of the coccyx 
was eighteen months. The cases were followed up 
for an average of two years after coccygectomy. The 
shortest follow-up period was two months, and the 
longest five years. 

Twenty-two (74 per cent) of the patients were 
completely relieved of pain. Three patients had 
only partial relief, and five (17 per cent) were not 
benefited. Norman C. Buttock, M.D. 


Kreuscher, P. H.: Semilunar Cartilage Derange- 
ments. Surg. Clin. North Am., 1937, 17: 315. 


The anatomy of the semilunar cartilages is briefly 
reviewed, with emphasis on the mobility of the ex- 
ternal meniscus as compared with the fixation of the 
internal meniscus. The mechanism of injury to the 
internal cartilage with the joint in flexion and ad- 
duction is explained, and a description of the com- 
mon lesions found in this cartilage is given. The 
symptoms of pain, effusion, and locking are dis- 
cussed and compared with those found in other com- 
mon knee-joint lesions. If aspiration is indicated for 
diagnostic purposes, it should be done into the su- 
prapatellar pouch rather than directly into the articu- 
lar cavity. 

Replacement of a displaced cartilage may be done 
under anesthesia by flexion, abduction, and inward 
rotation of the leg at the knee. The leg is then 
brought quickly into full extension. Hot compresses 
alone are usually sufficient to cause the joint fluid to 
absorb. Removal of the cartilage is indicated when 
there is a history of joint locking and effusion follow- 
ing adduction injury. Careful two-day pre-operative 
skin preparation, a bloodless field by use of the 
Esmarch bandage, and the strictest aseptic pre- 
cautions are all indicated in operations on the knee 
cartilage. The incision of choice curves downward 
and medially from near the upper medial border of 
the patella. The entire internal cartilage should be 
removed. If the posterior portion is left it may cause 
further trouble at a later date. Inspection of the 
joint for other pathological conditions should not be 
omitted. The synovial lining is closed with oo cat- 
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gut, and the fibrous capsule with No. 1 catgut, a 
whip stitch being used to catch all bleeding points. 
The postoperative treatment consists of applying 
a posterior splint in almost complete extension, and 
also a Buck’s extension of from 6 to 10 lbs. below the 
knee. If inflammatory changes are present a circular 
plaster cast should be applied also, for from three to 
five days. Passive motion is started on the third day, 
active motion on the fifth, and walking with crutches 
on the seventh. Weight bearing can begin a few 
days later. Gentle physiotherapy is started during 
the second week, and full extension is obtained. 
Right-angled flexion should be possible in from 
fourteen to eighteen days. There should be no 
permanent disability in the acute cases operated 
early. Chronic or recurrent cases may give from 
5 to 15 per cent disability, and this disability may 
reach 30 or 4o per cent when chronic synovitis and 
arthritis are present. The morbidity following op- 
erations on the semilunar cartilage can be decreased 
by early diagnosis and operation, strict asepsis, 
removal of the entire cartilage, and efficient post- 
operative care. Cuester C. Guy, M.D. 
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Févre, M.: The Treatment of Acute Osteomyelitis 
in Children and Adolescents (Traitement de l’os- 
téomyélite aigué des enfants et des adolescents). Amn. 
méd.-chir., Par., 1937, 2: 9. 

The voluminous contributions to the literature on 
acute osteomyelitis in the past fifteen or twenty 
years testify to the importance of the subject, but 
also to the fact that there is no one method of treat- 
ment which can be depended upon to cure the dis- 
ease. 

As the infection is general as well as local, treat- 
ment must be both general and local. 

Local or surgical treatment. Conservative, non- 
operative methods consist mostly in rest and hot 
fomentations. Continuous extension or plaster 
casts may be effective in facilitating resolution of the 
infection. 

Simple incision for drainage of a subperiosteal 
abscess may be all that is necessary in some cases, 
especially in babies, or in superficial infections. Rost 
reported 156 cases in which the bone was not opened, 
with a mortality of only 7 per cent as against a mor- 
tality of 14 per cent in 70 cases in which the bone 
was opened. However, simple incision is not always 
enough. 

Drilling the bone to evacuate the pus is essential, 
according to Lannelongue,- since the infection is in 
the medullary cavity. Some surgeons drill only 
when the general condition is grave or when the 
bone looks white and bloodless at the bottom of the 
abscess. Although this method is quite generally 
practiced, the author thinks there are many cases in 
which it should not be done; for example, cases in 
which the spongy bone, such as in the vertebra or 
ischium is affected, cases in which additional shock to 
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the system should be avoided, and cases in which the 
bone looks healthy and drilling into it would expose 
it to infection. Wide opening with the chisel and 
curette may be demanded by the severity of the le- 
sion in some cases. Local disinfection after wide 
opening is not considered useful and even may be 
harmful. Impregnation of the drainage gauze with a 
bacteriophage may do some good. 

Complete resection of the diseased segment of the 
shaft is advocated by Leveuf, Holmes and others. 
This is done subperiosteally, and provides the oppor- 
tunity for regeneration of the shaft. A total resec- 
tion should rarely be done until the second or third 
week, as a secondary procedure. The fear that the 
bone will not regenerate deters many surgeons from 
total resection. However, it is rare that the re- 
growth of bone is not complete and of good quality. 
The author has seen only one case of non-regenera- 
tion. Two factors which may enter into the question 
of regeneration are alteration of the periosteum, and 
the use of antiseptics which may sterilize the elements 
of growth. 

General or medical treatment. Vaccines should be 
autogenous if possible. When the causal agent is not 
known, a stock vaccine may be used. A special anti- 
osteomyelitis vaccine prepared by Salembeni of The 
Pasteur Institute is well tolerated. If the vaccines 
do not effect the lesion in the bone, there seems to be 
a certain action on the edema, redness, and other 
signs of inflammation in the soft parts. 

The use of serums is more logical than vaccines in 
the more serious cases. The anti-staphylococcus 
serum has given good results in the service of Ombre- 
danne. 

Bacteriophages, although used and recommended 
by Albee, Tavernier, and others, have not seemed to 
give good results. 

Azure dyes are advised for streptococcus infec- 
tions. 

Other general agents are gold and silver salts, 
trypoflavine, septicemine, and uroformin, which are 
administered intravenously. Sorrel has had good 
results with “electrocuprol.’”’ Convalescent serum, 
transfusion, and glucose may be given. It seems that 
general medication is more effective in streptococcus 
than in staphylococcus infections. ; 

Osteomyelitis gives a mortality of from 13 to 34 
per cent, as reported by various authors. 

In Germany, the simple incision of soft tissues 
seems favored by most surgeons. 

In America, the Orr method of wide surgical dé- 
bridement, packing with vaseline gauze, and im- 
mobilization in a plaster cast has a large following. 

The English use various methods. In France, a 
tendency to delay intervention is noted. Abscesses 
are opened and only later the bone is opened if neces- 
sary. Wet dressings and immobilization before 
operation are in favor. However, Mathieu, André 
Martin, Sorrel, and Boppe should be mentioned as 
being against delay in operating. 

The procedure in every case will depend upon the 
age of the patient, the gravity of the infection, and 
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the location. Children under five years old are most 
susceptible, and the mortality in this group is higher 
than in older children. 

In some cases the septicemia is primary and the 
osteomyelitis secondary. In such a case, the locali- 
zation may be multiple. Blood cultures are positive 
from the first. General systemic treatment is indi- 
cated. In other cases the infection is frankly loca! 
and demands local surgery. In cases of definite locai- 
ization, such as a Brodie’s abscess with a negative 
blood culture, complete resection may be the bes: 
primary treatment. 

Regarding the site of the lesion, the tibia should 
be opened early while a more conservative procedure 
should be followed for the femur. A total resection 
of a fibula would be done with less hesitation than 
total resection of a femur. 

ARTHUR CLARK, M.D. 


Artaud, P.: A Study of the Treatment of Acute 
Staphylococcus Osteomyelitis of the Long 
Bones of the Limbs in its Early Stage in Chil- 
dren and Adolescents (Contribution 4 l’étude du 
traitement de l’ostéomyélite aigué 4 staphylocoques 
des os longs des membres 4 sa période de début chez 
l’enfant et chez l’adolescent). Thesis of Marseille. 
Presse méd., Par., 1937, 45: 669. 


This thesis takes up the treatment of acute staphy- 
lococcus osteomyelitis, its chief aim being to bring 
about a reaction against the tendency toward imme- 
diate operation, immediate maximum opening of the 
bone and early resection. The author has collected 
forty-eight cases, operated on by different surgeons, 
each of whom has given different rules for treatment. 

The author does not attempt to decide definitely 
as to the relative merits of these different proce- 
dures. He says that the variable course of acute osteo- 
myelitis and the simultaneous use of several methods 
of treatment make interpretation of the results par- 
ticularly difficult. As an emergency operation is a 
direct trauma, it is often useless and sometimes in- 
jurious. Trepanation, practiced after a considerable 
time, often gives very favorable general results, but 
very poor local results. Nevertheless, it is indicated 
in cases in which a central acute osteomyelitis is sus- 
pected. 

Late operation is justified by the fact that the 
results of early operation are often serious. Even 
late operation is not without danger, and requires 
much surgical care. 

Non-operative treatment, i.e., general treatment 
with anatoxin, or vaccine and local treatment by 
puncture with strict immobilization of the affected 
limb has given surprising results. The virulence of 
the germs can be attenuated and often complete cure 
brought about. Resection appears to be more attrac- 
tive than trephining in cases with extensive local 
lesions, but it involves serious operative trauma and 
some danger to function, especially in segments of 
the limb that have only one bone. 

Vaccine treatment should be used for it is free of 
danger, but it should be considered only an adjuvant 
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treatment. Anatoxin does not seem to be effective 
in the beginning stage of osteomyelitis; possibly it is 
useful in residual lesions. 

Plaster immobilization seems to be a good method 
of treating this condition and an excellent means of 
preventing septic pyemia. 

Aubrey G. Morean, M.D. 


Jaeger, G.: The Problems in the Treatment of Bone 
and Joint Tuberculosis (Ueber die Probleme der 
Behandlung der Knochen- und Gelenk-tuberkulose). 
Orvosképsés, 1936, 26: 760. 

The author presents for consideration the occur- 
rence, pathological changes and clinical treatment 
of bone and joint tuberculosis, and, on the whole, 
indorses the generally accepted principles of ther- 
apy. On the basis of the data presented he empha- 
sizes the fact that local treatment is as important as 
the improvement of the general health by dietetic, 
climatic, specific, and non-specific therapy, as well 
as actinotherapy. The majority of the cases, how- 
ever, defy all conservative methods for years and 
call for active surgical procedures. There are, in 
addition, cases in which surgery is indicated at the 
outset as the local symptoms are very acute despite 
an otherwise healthy body. On the other hand, under 
no circumstance should operation be done if after 
years of careful treatment the general health cannot 
be improved, or if the tuberculosis has already in- 
volved the lungs, throat, or kidneys. 

The hospital attended by the author is the sanitary 
center of about 500,000 inhabitants. In the five 
years from 1931 to 1936, 56,385 patients were treated 
there, of whom 936 (1.7 per cent) had bone and joint 
tuberculosis. The treatment amounted to a total of 
19,348 days. Duration of the bone and joint tuber- 
culosis was one year or less in 2.3 per cent of the 
cases; between two and six years in 16.5 per cent; 
from seven to fourteen years in 23.3 per cent; from 
fifteen to nineteen years in 14.6 per cent; from 
twenty to twenty-four years in 11.9 per cent; from 
sixty to seventy years in 2.3 per cent; and from 
seventy-one to seventy-eight years in 0.7 per cent. 
The localizations of the diseases were as follows: in 
the hip in 29.6 per cent of the cases; in the knee in 
26.2 per cent; in the spine in 15.4 per cent; in the 
upper extremities in the form of caries in 4.7 per cent; 
and in the lower extremities as caries in 13.4 per 
cent. Open fistulas with spondylitis were found in 
11.8 per cent; with coxitis in 57.7 per cent; and with 
gonitis in 15.5 per cent. Cold abscesses with spon- 
dylitis were found in 47.2 per cent; with coxitis in 
15.5 per cent; and with gonitis in 23.7 per cent. In 
cases of spondylitis the affected parts were as fol- 
lows: the cervical vertebre in 12.5 per cent, the 
thoracic vertebre in 56.2 per cent, the lumbar 
vertebre in 29.9 per cent, and the sacral vertebrae 
in 1.4 per cent. Gibbus formation or hunchback 
was found in 50.3 per cent; and paralysis of the 
extremities in 6.5 per cent. After critical investiga- 
tion of the case histories a preceding trauma was 
found in 14.6 per cent of the cases with spondylitis, 


23.4 per cent of those with coxitis; 32.8 per cent of 
those with gonitis, and 29.2 per cent of those with 
caries. (Maka). Marutas J. Serrert, M.D. 


Speed, K.: Hip Joint Fusion. Surgery, 1937, 1: 740. 


Hip-joint fusion has been designed to meet the 
requirements of a group of hip disabilities, such as 
(1) residual deformity in adults with hip dislocation 
following suppurative coxitis or epiphysitis; (2) 
painful subluxation or luxation of the hip caused by 
trauma or disease, never reduced, or irreducible ex- 
cept by operation; (3) unilateral, congenital hip dis- 
location with maximal shortening in adults in whom 
operation which would limit hip motion is not 
desired. 

The complaint of patients with these disabilities is 
long-standing or painful displacement of the femur. 
Examination reveals hips displaced by trauma or 
disease, shortening of the leg, claudication, and teles- 
coping or loss of the head of the femur. Cases of 
tuberculous coxitis are excluded from this study. 
Any pre-existing inflammation must have been long 
quiescent. 

Two objectives are sought: to regain the lost 
length of the leg; and to hold any gain of length, 
while a favorable relationship of femur to pelvis is 
established by a bony fusion. 

Skeletal traction is applied to the shortened, dis- 
located limb by means of a Steinmann pin, and con- 
tinuous traction is applied to the leg until the maxi- 
mal gain in length has been reached. After anes- 
thesia has been induced, the patient is transferred 
to the Hawley table where fixed traction in approxi- 
mately 15° of abduction is applied. A combination 
of procedures follows. Through a modified Smith- 
Petersen incision, the neck and head of the femur as 
well as the adjacent surface of the ilium are freshened 
with a chisel. According to the Wilson technique 
the greater trochanter is split vertically downward 
by a chisel and pried outward without complete 
separation and then a quadrilateral bone flap is 
turned down from the ilium into the split trochanter. 
Osteoperiosteal grafts obtained locally by the method 
of Key are packed around this open bone. A reamer 
is driven through the subtrochanteric femur into the 
adjacent ilium, and a tibial bone transplant is cut 
to fit the reamed-out channel and is forced into place, 
after which procedures a double plaster-of-Paris 
spica dressing is applied. 

The Steinmann pin may be removed from the heel 
or femur after twelve weeks if the roentgenograms 
are satisfactory. The plaster-of-Paris spica cast is 
allowed to remain for at least sixteen weeks. Follow- 
ing removal of the spica cast the patient becomes 
ambulatory on crutches, but avoids weight-bearing 
on the fused hip until roentgenograms show a bone 
formation which will withstand the weight of the 
body. During this time knee-joint motion is restored 
by exercises and physical therapy. As a final stage, 
additional thickness of the sole under the short 
leg is applied to prevent pelvic inclination and spinal 
curvature. RIcHARD J. BENNETT, M.D. 
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Palmer, I.: Ten Operated Cases of Injuries to the 
Crucial Ligaments in the Knee Joint. Acta 
chirurg. Scand., 1937, 79: 391- 

The author gives an account of ten cases of rup- 
tured crucial ligaments, some of them treated by 
suture, others by grafting. The experience gained 
justifies the following conclusions: 

1. The diagnosis can be made by the drawer sign 
correctly interpreted. Roentgenograms may sup- 
port the diagnosis. 

2. Early operation generally facilitates direct 
suture of the crucial ligaments with favorable re- 
sults. At a later stage some plastic operation is re- 
quired, the results of which are more uncertain. 

3. To obtain successful results in plastic opera- 
tions it is necessary to have unimpaired lateral liga- 
ments and a joint free from the secondary changes 
of arthritis deformans. 


FRACTURES AND DISLOCATIONS 
Laffitte, H.: The Fixation of Diaphyseal Fractures; 
the Use of Pegs of ‘‘Os Purum”’ (A propos de 
Venchevillement des fractures diaphysaires. Emploi 
de chevilles en “‘os purum”’). Mém. 1’ Acad. de chir., 
Par., 1937, 63: 651. 

Laffitte states that he has used bone pegs for the 
fixation of diaphyseal fractures in only a few cases 
and on definite indications, such as irreducible, 
non-consolidated, or improperly consolidated frac- 
tures. Bone-pegging is a method of osteosynthesis 
that has a triple purpose: the correction as far as 
possible of the loss of bone; consolidation within a 
short time which permits mobilization of the neigh- 
boring joints; and definite healing of the bone with 
disappearance of the pegs. 

The author has had special pegs of ‘os purum” 
prepared and put up in sterile tubes; they are of 
various sizes, with rounded ends, and canalized along 
their length. “Os purum” is pure bone prepared ac- 
cording to Orrell’s specifications. 

Lafiitte reports four cases of fracture treated with 
the use of these bone pegs, with excellent results in 
three cases and a partial failure in one case. The last 
result is attributed to too early mobilization. Mo- 
bilization should not be attempted until the callus 
is well formed. ; 

When this method is used, the ends of the frac- 
tured bone should be brought into as close juxtapo- 
sition as possible, but the proper placing and fixa- 
tion of the bone peg is of prime importance. 

The author has found that pegs of “‘os purum” are 
easily absorbed; they can be used whenever it is not 
desirable to use an autogenous bone graft, and with 
much the same results. The healing of the frac- 
ture and the formation of callus indicate the right 
time for mobilization. Auice M. MEYERs. 


Rodino; D.: The Action of lodoform upon the Callus 
of Fractures (L’Azione dello iodoformio sul callo di 
frattura). Clin. chir., 1937, 13: 210. 


The author undertook the study of iodoform, 
which is commonly used in the sterilization of 
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compound fractures, and of its effect upon callus 
formation. Bruns was the first to recognize the 
delay of bony union after the use of the Lister 
method. Experimental work of Boerema showed 
that 5 per cent tincture of iodine and 3 per cent 
phenol solution retarded callus formation, while hy- 
drogen peroxide and iodoform gauze had no effect 
whatsoever upon callus formation. 

In the experimental study, the author used large 
rabbits. He surgically fractured the fourth meta- 
tarsal of the hind legs, applied crystals of iodoform 
to one and simply closed the skin over the second, 
without applying any antiseptic. The animals were 
killed at the end of ten, twenty, thirty, forty, fifty, 
and sixty days. Control roentgenograms were taken, 
and microscopic sections of each specimen were 
examined. 

In the article are presented numerous roentgeno- 
grams and microscopic sections which clearly dem- 
onstrate the fact that the fracture treated with 
iodoform showed a marked delay in callus formation. 

The author believes that the iodoform gauze did 
not cause delay in callus formation in the experi- 
ments of Boerema because the quantity of iodoform 
in the gauze was very small. 

The author believes that any antiseptic strong 
enough to kill bacteria in a compound fracture, also 
injures the bone cells, and thereby delays callus 
formation. Car Lo Scuper!, M.D. 


King, T.: Some Difficulties in the Treatment of 
Dislocations of the Cervical Vertebrae. A ustra- 
lian’& New Zealand J. Surg., 1937, 6: 380. 

The author believes that compression fractures 
are rare in the cervical region, that fracture disloca- 
tions are not uncommon, and that dislocations in the 
cervical region are common. He finds that injuries 
in the cervical region occur usually about the atlas 
and axis, and also about the fourth, fifth, and sixth 
cervical vertebre. Dislocation between the atlas 
and skull is a rare injury. Injuries of the axis and 
atlas carry a high mortality. 

King believes that in the high cervical, hyper- 
flexion injuries immediate reduction is desirable. He 
advises that the neck be elongated by temporary 
strong traction and hyperextended. The arch of the 
atlas may be pressed backward with the thumb or 
index finger in the pharynx. Thereafter a cast is 
applied. If paralysis is present the deformity must 
be reduced as soon as possible. The manipulative 
reduction is first performed and then maintained by 
skeletal traction. Traction without manipulation 
generally fails to reduce the deformity. He does not 
believe there is danger in reducing the deformity 
unless incorrect procedures are adopted. As non- 
union may result from interposition of the ligaments, 
he believes the cast should not be removed for from 
three to six months, and states that an exact reduc- 
tion cannot always be obtained, especially in cases 
of more than ten days’ duration. In cases of partial 
displacement, he advises the reduction of the deform- 
ity at once and the application of a plaster-of-Paris 
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cast. In cases of complete displacement, especially 
when complicated by a cord injury, it is essential to 
anesthetize the patient and reduce the deformity by 
Taylor’s method. In hemi-dislocations lateral 
flexion and rotation of the neck are also necessary 
manipulations. It is much better to apply a plaster- 
of-Paris cast after an early reduction by Taylor’s 
method. If there was any paralysis, especially with 
skin anesthesia, it is wrong to apply such a cast if it 
covers the anesthetic area; but treatment then can be 
carried out by skeletal traction. King does not agree 
with certain authorities and neurologists, that in the 
presence of paralysis the displacements of the spinal 
column should be ignored. 

Latent paralysis may be progressive it the dis- 
placed vertebre are not correctly adjusted, or it may 
even develop, even despite a good reduction. The 
author believes the best protection against the onset 
of paralysis is reduction of the deformity. At all 
times over-traction should be avoided. Flexion is a 
more common cause of injury than extension of the 
cervical segment. The first step is traction in the 
long axis of the neck; it is essential to hyperextend 
the neck slowly. Then the dislocation is reduced by 
manipulation. Traction should not be continued 
during the application of a plaster cast as this may 
over-stretch the neck musculature and intact liga- 
ments and cause a further tendency of the vertebre 
to redislocate. When the displacements recur the 
author always incorporates one or two finger screws 
in the casts, especially for severe cervical injuries. 
King states redislocation is a common difficulty in 
spite of the use of a well-made cast and when the 
redislocation is unreduced it cannot be said what 
disability may develop in later years. Complete 
fracture-dislocations of the cervical vertebre, he be- 
lieves, are reduced more easily than pure dislocations, 
but unfortunately injury to the spinal cord is com- 
mon, and in such a case a plaster-of-Paris cast is 
usually contra-indicated. Reduction should be 
maintained by hyperextending the neck over a small 
pillow acting as a fulcrum on the lower segment of 
the spine and suspending the head by skull calipers. 
The head of the bed is raised about ro in. and a 
weight of 8 or 10 lbs. is attached to the calipers over 
a pulley. Slight movements of the patient are en- 
couraged so that pressure over the back is avoided. 
The author has found ashort mattress to be of great 
assistance in the nursing of these cases. After a week 
or more, when the paralysis has decreased, the cali- 
pers are removed and a plaster cast including the 
head and forehead is applied. 

King believes that skeletal traction should be re- 
served for cases in which paralysis is present; cases 
of some days’ or weeks’ duration; cases in which 
other injuries are present; severe critical injuries in 
the presence of severe shock or other constitutional 
disturbances which prevent immobilization in a 
plaster cast. The development of paralytic ileus is 
avoided by forbidding the administration of pur- 
gatives and enemata, bowel lavage, frequent rectal 
intubation, pituitrin, and other stimulating agents 
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to abdominal viscera. He believes that morphine is 
of great value in relieving pain and seems less harm- 
ful than strong stimulants to the bowel. The diet 
should consist mainly of fruit drinks, glucose, and 
the like. The bowels may not be evacuated for a 
week or two. A radiant heat cradle is placed over the 
abdomen. The lower limbs are slightly flexed for at 
least part of the day. The retained urine is drained 
continuously. The indwelling catheter is changed 
every ten days. If urethritis becomes troublesome 
a very small size catheter is introduced. Saline or 
weak boric-acid solutions are used for irrigation. A 
suprapubic puncture or cystotomy is both unneces- 
sary and dangerous, especially if performed early. 
Every hour 100 c.cm. of saline or diluted antiseptic 
solution are run into the bladder. A hexamine mix- 
ture is prescribed. The article is well illustrated. 
C. RositsHex, M.D. 


Massart, R., and Vidal-Naquet, G.: The Conse- 
quences and Late Results of Traumatic Dislo- 
cations of the Hip (Les séquelles et les résultats 
eloignes des luxations traumatiques de la hanche). 
Bull. et mém. Soc. d. chirurgiens de Par., 1936, 28: 439. 


Although it has been generally thought that a dis- 
located hip, well reduced, is without serious con- 
sequences, a follow-up of some cases many years 
after the accident forces us to revise our opinion. 

The great amount of force which is necessary to 
tear the head of the femur out of the acetabulum 
must do an enormous amount of damage to the soft 
parts. The joint capsule and the blood vessels 
around it are torn; the round ligament is pulled loose; 
the muscles may be ruptured; and the tendons are 
severely stretched; then, the trauma of reduction is 
added to the original trauma. 

There are two consequences of these dislocations 
which stand out prominently: ankylosis and arthritis 
deformans. 

In one case, a man of twenty-five had an obturator 
dislocation of the hip. After two attempts at reduc- 
tion had been tried, the author was called ten days 
after the accident to do an open reduction. However, 
instead of doing an open operation, he was successful 
in changing the obturator position of the head to an 
iliac position, from which a closed reduction was ac- 
complished. The leg was then immobilized in plaster 
for three weeks. After two months, the roentgeno- 
gram showed a bridge of ossification between the 
trochanter and the ilium. The patient walked well 
but motion in the hip was limited. At the end of five 
months there was a solid extra-articular arthrodesis 
and also another bony bridge extending from the 
ischium toward, but not reaching, the lesser trochan- 
ter. The patient was able to resume his usual work 
and had no pain in the stiff hip. 

In another patient, the hip became stiff in slight 
flexion following a dislocation. The reduction had 
been done about three weeks after the accident. 
Because of impaired function in the hip, an operation 
was done. A large mass of bone was found extending 
from the trochanter to the ilium. This was removed 
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with some difficulty and a cast was applied, which 
immobilized the hip for twenty days. Normal 
motion and good function were restored. 

Bone absorption, aseptic necrosis, arthritis de- 
formans, and osteochondritis dissecans may follow 
the trauma of a dislocated hip. If such a case occurs 
in a workman, it is important that the relation of the 
effects to the original accident be definitely es- 
tablished. 

A man thirty years of age had a dislocation which 
was reduced, and was kepf at rest fora month. He 
made a good recovery and seemed to be normal until 
about eighteen months later when he began to limp 
and to have an ache in the hip. The roentgenogram 
at this time showed a deformity of the head of the 
femur and osteoporosis of the upper part of the shaft. 

It is quite probable that the rupture of these 
nutrient vessels in the round ligament at the time of 
the dislocation resulted in impairment of the circula- 
tion of the femoral head, thereby causing the super- 
vening necrosis and osteoporosis. The author cites 
a case, reported by Phemister and Stewart, of a 
young man with a gradually progressing malforma- 
tion of the head of the femur due to aseptic necrosis 
coming on five months after a perfect reduction of a 
dislocated hip. Animal experiments by Stewart show 
that in adults, a necrosis of the femoral head usually 
follows section of the round ligament. This necrosis 
of islands of bone in the head adjacent to living bone 
is what makes the irregularities seen in the roent- 
genogram. The defects which are present in the 
support mechanism of the joint cause limping and 
weakness. 

From experience with these cases it is concluded 
that the dislocations which are reduced late, in from 
one to three weeks, are quite likely to be followed 
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by some of the deformities and lesions described 
above. ARTHUR CLarK, M.D. 


Brooke, R.: The Treatment of Fractured Patella 
by Excision. A Study of Morphology and Func- 
tion. Brit. J. Surg., 1937, 24: 733- 

The author advocates removal of the fractured 
patella. The fractured portions are shelled out of 
the tendon and the transverse gap is then close: 
with interrupted stitches of silk, or strips of fascia 
lata. Great care is taken to sew the lateral expan- 
sions. 

In support of his contention that this is the best 
method of treatment he states: 

1. Preparations of the knee joint in the fresh state 
obtained from the postmortem room seemed to 
show that an equal pull upon the quadriceps tendon . 
produced even smoother extension of the knee joint 
without the patella than with it present. 

2. Regarding the anatomy of the patella and 
patellar ligament, a longitudinal section of the knee 
joint shows that the quadriceps tendon merely 
passes over the patella to become continuous with 
the patella ligament below. The upper and lower 
margins of the patella are covered with fat and give 
no attachment to any ligamentous fibers. Lateral 
expansions of the quadriceps tendon pass on each 
side of the patella. These lateral expansions are 
torn, and it is the suture of these lateral expansions 
which is the most important part of the operation 
of repair. 

3. The results in thirty cases that he has so 
treated in the past seven years were excellent from 
the standpoints of shortening the time of disability 
and complete return of function. 

HawrTuorne_ C. WALLACE, M.D. 
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BLOOD VESSELS 
Ascroft, P. B.: The Basis of Treatment of Vaso- 
spastic States of the Extremities: An Experi- 
mental Analysis in Monkeys. Brit. J. Surg., 1937, 
24: 787. 

The author presents a report of a study made in 
the rhesus monkey of the earlier and later effects of 
division of the vasomotor fiber at various levels by 
means of skin-temperature records. The clinical 
inferences from this study are also summarized. In 
twelve monkeys a cervicothoracic sympathetic 
ganglionectomy was done. In only one of these was 
there a good degree of vasodilatation that persisted, 
and in at least two animals the sympathectomized 
side was more sensitive to cold than the normal side. 
Eleven of the animals developed a very considerable 
degree of adrenalin sensitization, about ten times 
the normal; while the remaining monkey, the one 
already mentioned, was about half as sensitive as 
the others. In two monkeys the lumbosacral sym- 
pathetic chain from the vein to the lower end of the 
sacrum was excised. Both of these behaved much 
like the animals which were sensitized by the cervico- 
thoracic sympathetic ganglionectomy. There are 
many possible factors to account for the recovery of 
activity in the sympathectomized vessels; the en- 
hanced susceptibility to external cold, to adrenalin, 
and to some adrenalin-like substance produced in 
the body are of special importance. 

In eight monkeys the thoracic chain was cut just 
above or below the third thoracic ganglion. In none 
of these was the sympathectomized side constricted 
as rapidly, to a greater extent, or for as long a time 
as the normal side on exposure to cold. Adrenaline 
sensitization developed, but it became about one- 
third as intense as after postganglionic division. In 
two monkeys the lumbar chain had been removed 
from the renal vein to the level of the bifurcation 
of the aorta. In both, vasodilation persisted, and 
adrenalin sensitization approximated that seen after 
preganglionic division of the vasomotor fibers in 
the upper limb. 

The experimental data secured by the author 
reveal that preganglionic operations are much more 
effective in producing chronic vasodilation than 
postganglionic operations. This agrees with clinical 
observations. The conventional operation for vaso- 
spastic states of the upper limb is not incomplete 
but too complete, and it would seem rational to 
replace it by a preganglionic operation, the value of 
which in the lower limb has already been proved 
clinically. In man the preganglionic fibers to the 
arm arise from the second to the sixth or seventh 
thoracic anterior roots. There is no need to perform 
an extensive laminectomy to divide these fibers by 
a direct attack on the anterior roots; all the pre- 
ganglionic fibers may be interrupted by dividing the 
thoracic sympathetic chain just below the second 
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thoracic ganglion and by severing the connections 
to the second thoracic nerve. By this means all the 
postganglionic fibers to the brachial plexus are pre- 
served, and Horner’s syndrome is avoided. 

The author notes that the operation usually per- 
formed for vasospastic disease of the lower limb has 
stood the test of time and there is no reason to 
modify it. From the theoretical and experimental 
point of view, it would seem best to leave the fourth 
lumbar ganglion intact and to take only the second 
and third, for no white ramus reaches the fourth 
ganglion and it gives off a grey ramus carrying post- 
ganglionic vasomotor fibers to the leg. 

This worker concludes that attacking the vaso- 
motor fibers to both the arm and leg at the same 
time as they lie in the spinal cord is impractical be- 
cause the arm fibers are situated too deep and too 
close to the pyramidal tract. 

HERBERT F. Tuurston, M.D. 


Uggeri, C.: Experimental Traumatic Aneurysm 
(Aneurismi traumatici sperimentali). Arch. ital. di. 
chir., 1937, 45: 361. 


The literature on the subject is carefully reviewed. 

The author carefully defines aneurysm and peri- 
arterial hematoma. Many controversial opinions of 
the literature are quoted. The consensus is that an 
aneurysm is a condition in which the blood circulates 
in an enclosed space, and cannot enter into the sur- 
rounding tissue. 

An anatomico-pathological discussion of true and 
false aneurysm is given. 

In twenty-seven experiments on the femoral ar- 
tery of dogs, the author was unable to produce any 
true aneurysms. The artery was pinched with a for- 
ceps; then the leg was placed in a loose cast. In only 
one experiment was the author able to obtain a sec- 
ondary hemorrhage with a tumor mass simulating an 
aneurysm. 

In four experiments, a section of the femoral ar- 
tery was isolated with rubber clamps. Then with a 
syringe and needle, physiological salt solution was 
injected under pressure until the section was twice as 
long and three times as large in diameter. At the 
end of twenty-five, twenty-eight, and forty-five days 
these same segments were examined. With the ex- 
ception of a slight increase in diameter, and a few 
irregularities of the intimas, the vessels had returned 
to normal. 

According to the article the real cause of traumatic 
aneurysm is unknown, and traumatic aneurysms can 
be produced only by penetrating wounds. The 
fibrinous sac is not produced by a distension of an 
occluding thrombus of the primary arterial wound, 
but is due to the stratification laid down by the fluid 
on the inner aspect of the vessel, according to the 
mechanism described by Negroni. 

Caro ScuDer!, M.D. 
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Beluffi, E. L.: Cirsoid Aneurysm (Sull’ “aneurisma 

cirsoide”’). Policlin., Rome, 1937, 44: sez. chir. 221. 

The authors describe two cases of cirsoid aneu- 
rysm or racemose angioma. 

The first case was that of a farm laborer twenty- 
nine years of age who noticed a swelling on the left 
buttock, for which there was apparently no cause. 
This is an unusual localization for such an aneurysm. 
It slowly increased in size and was diagnosed as a 
lipoma and excised. An uneventful recovery fol- 
lowed. Examination showed it to be a cirsoid aneu- 
rysm. The second case was in a young man of nine- 
teen years who had suffered two injuries of the 
occipital region from falls. Three or four months 
after the second accident a swelling developed in the 
occipital region. It proved to be a cirsoid aneurysm, 
which was removed, and the patient made an un- 
eventful recovery. 

The histological findings are discussed in detail 
and microphotographs given. From these findings in 
their own cases and a study of those reported in the 
literature, the authors conclude that cirsoid aneu- 
rysm is not a true tumor as has been claimed by some 
investigators, but is a complex of purely mechanical 
vascular changes secondary to the formation of mul- 
tiple peripheral arteriovenous aneurysms. It is not 
formed by the artery alone; the artery, the vein, 
and the capillaries are all involved in its formation; 
the latter are dilated, elongated, and tortuous be- 
cause of congenital malformation or trauma, which 
is a result of abnormal communication between the 
artery and vein. The most striking histological find- 
ing is an irregular proliferation of the intima with no 
degenerative or inflammatory lesions. 

Treatment should be early and radical, and the 
method of choice is total removal. 

Avuprey Goss Morcan, M.D. 


Jacobi, H. G.: The Blood-Cholesterol Response to 
Intravenous Therapy in Peripheral Arterial 
Disease. Am. J. M. Sc., 1937, 193: 737- 


In a report based on twelve cases the author con- 
cludes that patients with painful ulcerative lesions 
of the extremities due to peripheral arterial disease 
should receive intravenous treatments with sodium- 
iodide or sodium-chloride solutions, and the choles- 
terol content of the blood should be used as an 
important guide and indication in the administration 
of such therapy. Patients with such lesions had a 
subnormal or a low normal blood cholesterol. 

After intravenous treatment with sodium iodide 
prepared in physiological saline solution, cessation of 
pain was obtained in all cases. During this treat- 
ment blood determinations were made at intervals 
of from four to six days. There was a rise in the 
blood-cholesterol content with a subsequent fall. 
The ulcerative lesions were healed after a period 
of treatments varying from four to six weeks. 

The author concludes also that it is hardly advis- 
able to await the recurrence of ulceration and pain 
in such cases. The average period of relief is about 
eight months. That period of time might be the 
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accepted interval at which these periodic series cf 

treatments might be instituted, unless indications 

exist for an earlier resumption of the therapy. 
HERBERT F. TuurstTon, M.D. 


Cornil, L., Carcassonne, F., Mosinger, M., and 
Haimovici, H.: Experimental Arterial Emboli 
(Les embolies artérielles expérimentales). An». 
d’anat. path., 1937, 14: 191. 

The histophysiological study of parietal arterial 
reactions following arterial obstruction by emboli is 
interesting not only because of any conclusions con- 
cerning therapeusis which might be made, but 
equally from the point of view of pure pathological 
histology. In order to draw precise conclusions of 
therapeutic value such as would be applicable to 
arteriectomy or embolectomy, the authors feel it is ° 
important to know the exact site, as well as the 
mechanism of the development, of this type of blood 
vessel lesion. 

They have attacked the problem in two ways, by 
producing in animals both septic and aseptic emboli. 
Using dogs as subjects, they introduced bits of 
striated muscle by means of a fine trocar into the 
left renal vein, after nephrectomy, or into the great 
sacral trunk of the aorta, a large vessel in dogs. 
Rigorous technique was used to preserve asepsis in 
the one series; in the other, the muscle fragments 
were inoculated by a culture of streptococcus ob- 
tained from human subjects suffering from acute, 
subacute, and chronic streptococcic endocarditis, 
and injected into both normal dogs and dogs with 
experimental endocarditis. With this general plan 
of production of lesions, the authors studied their re- 
sults from the purely histological angle, as well as 
determined the mechanical and infectious factors in 
the lesion development. . 

In the case of the aseptic embolus, the process was 
dominated by a hystiocytic infiltration and capillary 
changes in the adventitia, and by degenerative 
changes in the media. These lesions are dependent, 
then, on the suppression of the endovascular blood 
current, which results in adventitial and mesarterial 
trophic changes. The reactions following a septic 
embolus were distinguished by a polynuclear infil- 
tration of the embolus itself, by an early endothelial 
inflammatory change, degeneration of the media, 
and a polynuclear infiltration of the adventitia and 
media. The result was a polynuclear infiltration 
within the lumen of the vessel, within its walls, and 
on the outside of the vessel, with the combination of 
both trophic, or mechanical, and infectious factors 
in the production of the lesion. 

Septic lesions produced in dogs suffering from ex- 
perimental endocarditis did not differ from septic 
lesions in normal dogs. 

Whether the lesion was produced by a septic or 
aseptic embolus, the adventitial change always dom- 
inated the histophysiological picture; the changes 
occurred earlier in the cases of the septic emboli than 
in the cases of the aseptic emboli where the adventi- 
tial changes were purely trophic in nature. 
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The authors arrive at two conclusions of clinical 
value: 1. In early cases, embolectomy appears to be 
the rational treatment. Experimental lesions in 
dogs showed the adventitial reaction at its height at 
the end of six days in the aseptic lesions, and at the 
end of about twelve hours in the septic emboli. 
2. In more advanced lesions embolectomy is irra- 
tional and ineffective; arteriectomy or sympathec- 
tomy is preferable. Joun Martin, M.D. 


Giuliani, G. M.: Spontaneous Thrombotic Embo- 
lism of the Tibioperoneal Trunk, with Sec- 
ondary Thrombotic Emboli. Embolectomy. 
(Trombo-embolia autoctona del tronco arterioso 
tibio-peroneale con trombo-embolie secondarie. 
Embolectomia). Arch. ital. di chir., 1937, 45: 129. 


The author gives a case report of a man sixty-one 
years of age who was taken ill with progressive pain, 
numbness, and discoloration of the left leg. 

The dorsalis pedis, and the popliteal and femoral 
vessels could not be palpated. A diagnosis of em- 
bolism of the femoral artery was made, and opera- 
tion was performed eight days after the beginning of 
the symptoms. A 20-cm. thrombotic embolus was 
removed from the external iliac, femoral, and pop- 
liteal arteries. 

The patient’s condition improved. However, sev- 
eral days later, the leg became gangrenous and an 
amputation at the lower third of the femur was done. 
The operative specimen was examined and an 8-cm. 
embolus was found in the lower portion of the pop- 
liteal artery and the anterior and posterior tibial 
arteries. The vessels showed high-grade arterio- 


‘sclerosis which was believed to have been a con- 


tributory cause. The patient was not found to have 
either valvular or muscular affliction of the heart. 
A review of the literature was presented. 
Carto S. Scuperi, M.D. 


BLOOD; TRANSFUSION 


Baker, S. L.: Urinary Suppression Following Blood 
Transfusion. Lancet, 1937, 232: 1390. 

Baker reports the result of his examination of a 
kidney sent to him on account of the death of the 
patient following a blood transfusion. This patient 
received a citrate transfusion of 800 c.cm. of blood 
which had been kept standing for two hours at a 
temperature of 130° Fahrenheit. Following the in- 
jection of this material, the patient produced some 
dark brown urine containing hemoglobin deriva- 
tives. A nearly complete suppression of urine fol- 
lowed, and the blood urea reached 540 mgm. per 
100 c.cm. on the twelfth day. The patient died on 
the fourteenth day. Examination of the kidneys 
revealed a large amount of dark brownish pigment 
in the renal tubules. 

On the basis of experimental work conducted by 
Baker and Dodds, the author states that when hemo- 
globin is injected into the circulation it is eliminated 
without damage to the kidney in patients whose 
kidneys are producing a neutral alkaline urine; 
however, in patients whose kidneys are producing a 
concentrated acid urine, the hemoglobin is deposited 
as hematin in the kidney tubules, and the suppres- 
sion of urine is probably brought about by the ob- 
struction of these tubules. 

G. DanteEt Detprat, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hart, D.: Operation-Room Infections: Control of 
Air-Borne Pathogenic Organisms, with Partic- 
ular Reference to the Use of Special Bacteri- 
cidal Radiant Energy. Preliminary Report. 
Arch. Surg., 1937, 34: 874. 


From Duke Hospital in Durham, North Carolina, 
comes a report of a research conducted there by Hart 
and his associates. This report should be of great 
interest to the surgeon. It concerns itself with the 
use of special radiation tubes for the control of air- 
borne organisms in operating rooms. Though this is 
but a preliminary report, and while many phases of 
the subject are still under investigation, enough has 
been demonstrated to restore new hope and confi- 
dence in the possibility, even certainty, of operating 
in the future without infection, and wiping out the 
dread of bacterial contamination from an uncon- 
trollable source. 

Hart reports results obtained by the concerted 
effort of himself and co-workers extending over a 
period of five years. The purpose of the studies was 
to control the occasional sporadic operating-room 
infection occurring in a case of otherwise clean opera- 
tion. They found that the great majority of infec- 
tions, about 90 per cent, were caused by staphy- 
lococcus aureus, usually of the hemolytic type; occa- 
sional mild infections were caused by the staphy- 
lococcus albus, and rather rarely severe infection was 
caused by the streptococcus hemolyticus. A careful 
check-up by cultures was made of all operating- 
room equipment and supplies, as well as of all pro- 
cedures in operating-room technique. These were 
found to be satisfactory and not responsible for the 
infections. The investigators arrived at the conclu- 
sion that pathogenic organisms in the air contami- 
nated by human beings are responsible for most of 
the operating-room infections. In fact, they consider 
these to be of major importance. 

An intensive study of the air in the operating 
room was made by cultures. This showed that the 
incoming air from the forced ventilating system 
taken from above the roof and washed was practi- 
cally free from pathogenic bacteria. Again cultures 
of the air taken when the room was occupied and as 
quiet as possible showed far more organisms than 
when the room was unoccupied and having the air 
agitated by electric fans. Further investigation 
brought out the point that from 60 to 8o per cent of 
the operating-room personnel and the general popu- 
lation at times have staphylococcus aureus, fre- 
quently of the hemolytic type, in the nose and throat. 

Apparently this was where the source of contami- 
nation of the air was to be sought. Various observa- 
tions brought out the fact that the amount of con- 
tamination was determined by the number of per- 


sons present and the duration of occupancy. More- 
over, the degree of contamination also varied in the 
same room under similar conditions at different times 
of the year, depending on the percentage of persons 
who were carriers at that time and the intensity of 
the growth in the noses and throats of the carriers. 
These observations led to a concerted effort to 
minimize the number of organisms in the air of the 
operating room. A considerable measure of success, 
as represented in the reduction of the number of 
organisms by from 60 to 8o per cent, was attained, 
This was due to the rigid observance of the following 
measures. The number of persons in the operating © 
room was cut to the minimum; masks were worn 
over the nose and mouth at all times; all persistent 
carriers of the staphylococcus aureus or of the strep- 
tococcus were kept out of the operating rooms at all 
times; the rooms were painted frequently and washed 
daily with an antiseptic solution; by forced ventila- 
tion the contaminated air was replaced by clean, 
washed air taken from above the roof. 

Despite this rigid quarantine and other precau- 
tionary measures which brought about a consider- 
able reduction in the number of contaminations of 
the air by hemolytic staphylococci, there was not as 
yet a complete elimination of the operating-room 
infections. Usually in such cases a change in the 
preparation of the skin or in the scrubbing technique 
is made while the real source of contamination from 
the air is unsuspected. Further examination brought 
out this important fact: in every case of infection in 
which cultures of the air had been taken the organ- 
ism cultured from the wound was identical with the 
one cultured from the air during the operation. 

Further preventive measures were resorted to. 
Double doors were put in so as to prevent currents of 
air from the wards reaching the operating rooms. 
The ventilating fans were set so that the inflow of 
clear air was greater than the outflow, thus forcing a 
current of air out of all cracks and open doors. This 
again brought about a marked drop in the degree of 
contamination of the air. There were, however, still 
peaks during epidemics of infections of the respira- 
tory tract when the number of organisms in the air 
was greater. To perform major operations requiring 
exposure of a large raw area, such as an extrapleural 
thoracoplasty or radical amputation of the breast 
when there was this grave danger of infection neces- 
sitated further precautionary measures. 

Hart and his associates turned to irradiation with 
such wave lengths as are known to kill organisms. 
Various manufacturers of ultra-violet ray lamps were 
asked to coéperate in the experiments to the extent 
of furnishing the necessary equipment. After ex- 
tensive researches a device was designed and con- 
structed which supplied a sufficiently high level of 
bactericidal radiation to accomplish destruction of 
the bacteria without the intensity being of such a 
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character as to create any discomfort to the patient. 
Hart’s article supplies a description and diagram of 
the special radiation tubes used in his researches to 
sterilize the air. 

Some very interesting developments followed the 
installation of these special radiation tubes which 
should prove of inestimable value in appreciably 
lowering and eventually wiping out the so-called 
skin contaminated wounds. We list a few of the more 
important results: 

1. Sprayed cultures of staphylococcus aureus 
hemolyticus and a mixture of many organisms when 
exposed to this radiation in the approximate position 
of the operative wound were killed at a distance of 
5 {t. within less than from one to five minutes, the 
time depending on the density of the inoculation. 

2. With the tubes burning, practically no organ- 
ism could be cultured from the air within a radius of 
8 it. from the operative field. 

3. In the outlying parts of the room, 13 ft. from 
the center of the cluster and 11 ft. from the nearest 
tube the number of viable organisms falling out of 
the air was reduced from 60 to go per cent. 

4. Wounds in rats exposed to the eight tubes at a 
distance of 5 ft. for thirty minutes healed better than 
in the control animals. 

5. All patients operated on under the radiation 
from these tubes had an unusually smooth conva- 
lescence. There were no infected wounds and no cul- 
ture of material from the wound showed a growth. 
Approximately fifty patients were operated on, two 
for an ulcerated carcinoma of the breast. In all 
cases there was less elevation of temperature, less 
pain, and a smoother and more rapid convalescence 
than in the control group of patients. Therefore, it 
appears that ultimately it will be possible to elimi- 
nate almost completely operative wound infections 
in clean operations. Matatas J. Serrert, M.D. 


Leriche, R.: New Aspects of Postoperative Illness 
(Aspects nouveaux de la maladie post-opératoire). 
J. internat. de chir., 1937, 2: 177. 


Leriche maintains that the chief cause of post- 
operative illness is not infection nor chemical changes, 
but trauma to the nervous system and especially to 
the vasomotor mechanism. So-called postoperative 
complications, such as shock, pulmonary collapse, 
and phlebitis, are but “exaggerations” of the normal 
phenomena produced by operation. Infection and 
hemorrhage are true complications and not a part of 
postoperative illness. 

Postoperative illness is produced essentially by 
vasomotor reflexes from the region of the wound. 
Shock is the most severe form of this postoperative 
vasomotor depression. 

The usual discomfort experienced by the patient 
after operation, pains, thirst and the retention of 
urine, is the second form of this illness. This usually 
subsides spontaneously, but it may be exaggerated 
and prolonged if the traumatism has been consider- 
able and the signs of overstimulation of the sympa- 
thetic system are exaggerated. 


Pulmonary collapse is also an exaggeration of the 
retraction of the periphery of the lungs which may 
usually be demonstrated radiologically after opera- 
tion or, as the author has repeatedly shown, even 
while the patient is on the operating table. 

The modifications of the blood, especially the 
usual increase in blood platelets, that follow opera- 
tion may cause thrombosis and phlebitis. 

Another form of postoperative illness is the toxe- 
mia, that clinically appears later; this the author be- 
lieves is caused by humoral changes that in reality 
occur early. These changes are due in part to local 
tissue destruction, but probably to a greater extent 
to lysis of proteins at a distance caused by sympa- 
thetic nervous-system reflexes. 

These findings suggest measures for the prevention 
of postoperative illness. In the first place, it is im- 
portant to avoid injury to the tissues at the site of 
operation by careful handling. In the second place, 
it is necessary to employ local anesthesia as far as 
possible; the author has used local anesthesia in 6,757 
of 19,650 operations, or about one-third. This ex- 
perience has shown that local anesthesia is definitely 
of advantage in reducing postoperative illness by 
blocking the centripetal conduction in the zone of 
operation. The third factor is to effect careful 
hemostasis because loss of blood facilitates vaso- 
constrictor reflexes and shock. The fourth factor is 
to employ transfusion of blood after any severe op- 
eration, such as gastrectomy or subtotal thyroidec- 
tomy; this procedure aids in establishing the equilib- 
rium even if there has been no excessive blood loss. 
Also, the local application of the infra-red rays is of 
value in reducing postoperative malaise; it acts ap- 
parently by increasing local hyperemia and thus pos- 
sibly diminishing the absorption of proteins. 

The author is of the opinion that postoperative 
illness as ordinarily described is the type that fol- 
lows abdominal operations. The symptoms follow- 
ing operations in other tissues are of a different type 
according to the site of the operation. 

AxtcE M. MEYERs. 


Miller, A. H.: Postoperative Pulmonary Complica- 
tions. New England J. Med., 1937, 216: 973. 


In this article the author attempts to prove that 
the choice of method and care in the administration 
of anesthetics are important factors in the preven- 
tion of postoperative pulmonary complications. If 
the records show fewer pulmonary complications 
than some other clinics where skillful surgeons are 
assisted by professional anesthetists, what explana- 
tion can be offered for the comparative freedom from 
such complications in the author’s series of cases? 

First to be considered is balanced anesthesia. 
This, when combined with the regional use of pro- 
caine, provides muscular relaxation and permits sur- 
gical manipulation under a lighter general anesthe- 
sia. Other important factors are the use of an excess 
of oxygen, with entire absence of anoxemia; the 
aseptic maintenance of the anesthetic apparatus, 
which prevents the carrying of respiratory infection 
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from one patient to another; an even depth of gen- 
eral anesthesia, and the avoidance of the deeper 
zones; and the attention to minute details having to 
do with the care of the patient in the operating room 
and during the period of recovery. 

Howarp A. McKnicat, M.D. 


Schmid, H. H.: The Prevention of Postoperative 
Thrombosis and Embolism (Verhuetung von 
postoperativen Thrombosen und Embolien). Zen- 
trabl. f. Gynaek., 1937, 


In the period from January 1, 1935 to June 30, 
1936, there was not a single thrombosis of the leg or 
pelvic vesseis and no death from pulmonary em- 
bolism in 500 major obstetrical operations. These 
results were obtained since the principle of raising 
the foot end of the bed after each operation has been 
carried out in practice. In the eight years from 
1927 to 1934, there were 81 cases of thrombosis of 
the leg and pelvic vessels in 2,463 major obstetrical 
operations, i.€., 3.3 per cent, plus or minus 1.0 
threefold median error, and 22 cases of death from 
pulmonary embolism, i.e., 0.9 per cent, plus or 
minus 0.5. With equal consideration of the three- 
fold median error, there should have been among the 
500 women operated upon during the last eighteen 
months, from 12 to 23 cases of thrombosis, and 
from 2 to 7 cases of mortal embolism. In reality, 
however, there was not a single case of thrombosis 
nor a mortality from embolism; only in two cases 
were symptoms of an embolic infarct noted. This 
decrease in the frequency of thrombosis and em- 
bolism cannot be due to temporal and local fluctua- 
tions since in 700 puerperal women, four large 
thromboses of the leg and pelvic vessels were ob- 
served. Jn these cases the women wer¢g mostly 
young and robust, and the foot end of the bed was 
not raised at first. Only once in all these cases, 
thrombosis occurred in spite of the raised position 
of the bed. Furthermore, it cannot be maintained 
that raising one end of the bed after an operation is 
a safe guarantee in all cases against thrombo- 
embolism. However, it is undoubtedly of great 
importance when it has succeeded to reduce throm- 
bosis and embolism so effectively in a considerable 
number of cases. We must leave out of consideration 
other improvements that might be looked upon as 
explanations of the favorable results, because 
during the eighteen months covered by the report, 
these improvements caused no essential changes 
from results obtained the eight preceding years. 
The proportion of older and corpulent women was 
about the same. The operability of uterine-cervix 
cancer was about 70 per cent, both before and after 
raising the bed. The preparations before the opera- 
tion, Kauffmann’s diuresis test of cardiac function, 
the operative technique, the aseptic, the pernocton- 
ether narcosis, and the after-treatment, all these 
have remained unchanged throughout the years. 
Since 1928, more emphasis has been placed upon 
the value of inhaling carbonic acid during the 
after-treatment. The practice of administering 
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sympatol in all of the cases is no longer uniformly 
carried out. 

The raising of one end of the bed is accomplished 
by placing two 10 in. wooden blocks under the bed, 
immediately after the operation; the bed is kept in 
this position for the four following days. The re- 
clining position half-way between sitting and lying 
in cases of laparotomy, has been given up entirely, 
The discomfort which many patients experience 
because of the lower position of the upper part of 
the body, can be relieved by the use of pillows while 
the legs still remain in a higher position. In any 
case, blood circulation and breathing occasion less 
cause for worry than before; conditions of shock 
disappear more rapidly than when the body is in a 
normal position. The favorable influence of the 
raised position on the prevention of thrombo- 
embolism is explained by the fact that there is a 
better current and better circulation in the vessels 
of the lower part of the body. It is important that 
the patient be placed in this position immediately 
after the operation and not hours or days later. In 
addition to stimulating the blood reflux, it should be 
kept in mind that the raised position tends to pre- 
vent the mixing of portal blood with the blood of 
the vena cava; this is an important circumstance if 
we accept Havlicek’s theory that portal blood is 
poisonous for the blood of the vena cava. While it 
is true that secondary hemorrhage and _ heart 
failure occur now quite rarely during peritonitis 
after obstetrical operations, pulmonary embolism 
still plays an important part in the cause of death. 
By means of the elevated position, however, it is 
possible to prevent the main cause of embolism, i.e., 
the thrombosis, and thereby to limit considerably 
the occurrence of mortal embolism. 

A report of 38 additional cases of death due to 
embolism is given in the appendix of the article. 
Only one of the patients developed thrombosis after 
the operation, while two others already had throm- 
bosis at the time of operation. In the 700 cases 
observed up to January 9, 1937, from 2.8 to 0.8 
deaths due to embolism and from 16 to 30 deaths 
from thrombosis were to be expected; but only 3 
cases of fatal embolism and no thrombosis whatever 
were encountered. 

(H. H. Scop). CLarence C, REED, M.D. 


Crafoord, C.: A Preliminary Report on Postopera- 
tive Treatment with Heparin as a Preventive 
of Thrombosis. Acta chirurg. Scand., 1937, 79: 497. 


The natural anticoagulant heparin, discovered by 
Howell in 1918, is to be regarded as a suitable 
experimental medium for counteracting a tendency 
to thrombosis after an operation. The production 
of protein-free heparin has made possible experimen- 
tal investigations on patients after operation. 

The author reports cases in which heparin was 
given postoperatively as well as pre-operatively. 

So far as any conclusions can be drawn from the 
experiences gained from these cases, it must be ad- 
mitted that the effect of prolonging the time of 
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coagulation by means of heparin is, as indeed might 
be expected, greatly to increase the tendency to 
bleeding in the area of the operation. This effect 
was very strikingly illustrated in the first case 
cited by the author in which the heparin treatment 
was begun prior to the operation. The same effect, 
however, has also been clearly demonstrated in 
cases in which the heparin treatment was not 
started until after the wound had been sutured. 

It would naturally be most effective if the heparin 
treatment were begun before the operation, as it is 
not known when a distant thrombus begins to form 
and it is obviously conceivable, in theory, that a 
thrombus may already begin to form while the 
operation is in progress. In view of the above- 
mentioned tendency toward bleeding, however, such 
pre-operative treatment is not feasible. It must 
therefore be considered an advantage to commence 
the treatment with heparin as soon as possible after 
the conclusion of the operation. The author pro- 
poses, if practicable, in future to begin the treatment 
three hours after the operation, i.e.,as soon as it may 
be assumed that the physiological hemostatic 
process is completed and the thrombotic action on 
the small vessels in the area of the operation has 
become more or less stabilized. So far as is known, 
heparin is not capable of dissolving thrombi or 
coagula, so that there is not likely to be any risk of 
bleeding after that time has elapsed. 

No toxic effect can be ascribed to the employment 
of heparin in any of the author’s cases. An interest- 
ing observation, worth pointing out here, was that 
evidently both larger and more frequent doses of 
heparin were required postoperatively than in 
healthy human and animal experimental subjects 
to obtain the same coagulation-reducing effect. 

Only after heparin has been tried out on a very 
large material will it be possible to draw any 
definite conclusions concerning its usefulness. 

Norman C. Buttock, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Tréfouel, J., Tréfouel, Mme. J., Nitti, F., and 
Bovet, D.: The Mode of Action of P-Amino- 
phenylsulfamide and Some Azo Derivatives in 
Experimental Streptococcic Septicemia (Le 
mode d’action du p-aminophénylsulfamide et des 
dérivés azoiques dans les septicémies streptococ- 
ciques expérimentales). Presse méd., Par., 1937, 
45: 830. 

In the preparation of substances related to pronto- 
sil the authors noted that the azo radical, the source 
of the color, was not responsible for the anti-strepto- 
coccic properties of the drug. They have described 
an extremely active colorless compound, p-amino- 
phenylsulfamide, or 1162 F. The authors’ work has 
been confirmed by Goisselet, Poulain, Colebrook and 
Kinney, Battle, Long and Bliss, and Rosenthal. 

The theory is advanced that substances of the 
prontosil group act by splitting to release the p-ami- 


SURGICAL TECHNIQUE 453 


SO*NH? SO*NH* SO*NH* SO*NH* 
H* 
H* NH* 
H* 
1162 F. 1173 F. 1188 F. 1208 F. 
Very active. Inactive. Inactive. Almost inactive 


nophenylsulfamide nucleus. The action of this sub- 
stance is bacteriostatic both im vivo and in vitro. The 
arguments advanced in support of this theory are as 
follows: 

Any shift in the positions of the radicals of the first 
ring modify the bactericidal activity (see figure). 

It has been shown that prontosil is capable of sen- 
sitizing a guinea pig when it is injected intracutane- 
ously. If, as the authors suppose, this substance is 
split in the organism it should give rise to triamino- 
1-2-4 benzene which should possess the same prop- 
erty. This proves to be the case experimentally. 
Likewise, animals sensitized to the triamine react to 
prontosil. On the contrary p-aminophenylsulfamide 
is devoid of sensitizing properties. 

Prontosil is not bactericidal in vitro but after it is 
split it becomes so. Moreover, the blood of animals 
treated by either prontosil or p-aminophenylsulf- 
amide becomes bactericidal iz vitro. 

ALBERT F. De Groat, M.D. 


Doerfler, H.: Erysipelas (Das Erysipel). Muenchen. 
med. Wchnschr., 1936, 2: 1913. 


The cause of erysipelas is always a local infection 
and spreading of the so-called streptococcus pyo- 
genes in the skin, the same streptococcus which calls 
forth phlegmonous inflammation and septic infec- 
tion. The inflammation in the skin appears as a 
sharply delineated redness ‘n the lymph spaces, and 
advances until it comes to its spontaneous termina- 
tion. In the face it appears most often on the nose 
as a swelling and redness, either with or without 
chills. The portal of entrance is a small wound 
around the nasal opening, from nasal catarrh or 
from an injury, or occasionally a small abrasion 
behind the ear, or a small scratch on the scalp. The 
temperature is usually high and without remissions. 
After from seven to nine days the process comes to 
a standstill at the neck and the temperature falls. 
The entire face and scalp are swollen, and where the 
inflammatory process is subsiding blisters may 
appear, in places with brown, dried, epidermal 
crusts. The entire area is painful to the touch. The 
general symptoms are marked. The teeth lose their 
luster and become covered with a brown bark-like 
coating. The tongue is dry. Vomiting and delirium 
may result from the fever or meningeal irritation. 

The majority recover from the disease. In the 
first days after the fever disappears great care is 
needed to avoid overexertion of the heart. Patients 
should not be up too soon. 

In the differential diagnosis there are to be con- 
sidered swelling of one side of the face due to ulcera- 
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tion of a tooth, furuncle of the upper lip or the face, 
inflammation of the parotid gland, mumps, and 
edema of the eyelid in a small wound of the face or 
forehead with crushing and infection of the tissues. 

Occasionally the cervical and submaxillary lymph 
nodes suppurate after erysipelas. On the other 
hand, phlegmonous suppurative abscesses are a 
common occurrence in erysipelas of the extremities. 
Orbital phlegmon may occur, but involvement of the 
eye itself has not been observed. 

Erysipelas of the extremities is varied. There is 
no definite limit to the spreading process; it nearly 
always reaches as far as the toes. There does not 
seem to be the same high degree of toxicity in 
erysipelas of the extremities as in erysipelas of the 
face. The temperature is not as high and constant, 
and the prognosis is better. In patients without 
resistance the process may spread over the entire 
body; this is true especially in patients who have 
been operated upon for cancer. 

The differential diagnosis must be made from 
progressive subcutaneous phlegmon of the sub- 
cutaneous cellular tissues, and septic thrombosis of 
the veins of the lower extremities. The former may 
result from pyogenic infection after minor injuries, 
or it may be caused by blood conditions. There is 
likewise a high fever, and rapid development and 
spread of redness and swelling of the skin. There is 
much more pronounced pain on pressure upon the 
involved areas, as well as much greater swelling. 
There may also be a type of gas edema with crepita- 
tion and the presence of air in the subcutaneous 
tissues. In the cases of septic thrombosis of the 
arteries and veins there is also redness of the skin, 
but there is a clearly purplish undertone present. A 
very sick patient may have no pulse in the involved 
extremity. Often the cord-like vessel thrombosis 
can be palpated in the bicipital groove. The allergic 
exanthemata, which show a variety of configura- 
tions in the skin following certain medications or 
serum injections, may also be confused with erysip- 
elas. In thesé the nettlerash-like delineation with its 
wheal formation and abrupt borders of marked 
efflorescence, together with simultaneous swelling 
of the lids, lips and tongue, give the necessary 
differentiation. Erysipeloid processes are present 
almost exclusively on the hands; they usually follow 
skin injuries of cooks and butchers. The condition is 
absolutely without danger, may be long drawn out, 
but will subside with treatment, as well as spon- 
taneously. 

The authors did not use erysipelas serum from 
swine in any of their cases. Ichthyol ointment 
dressings, or swabbing with iodine every second day 
was sufficient treatment. There is no therapeutic 
erysipelas serum available. The treatment should 
be entirely conservative. Often painting a cross 
stripe of iodine two fingerbreadths wide was suffi- 
cient; or the use of compresses saturated with a 1 
to 1,000 sublimate solution, renewed 2 or 3 times 
daily was effective. In the face boral-ointment 
dressings may be used, and the eyes should be irri- 
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gated frequently. One tablet of aspirin three times 
a day or 1 tablespoon of a 1.5:160 solution of py- 
ramidon should be given to the patient every two 
hours until the fever has gone. An ice pack to the 
head will combat headaches. For the care of the 
mouth continuous sucking upon a piece of gauze 
dipped in 3 per cent cold boric solution is recom- 
mended. Alcohol is used also. Prontosil is given 
intramuscularly daily for several days, or two 
prontosil tablets may be given by mouth three 
times daily. 

There is great danger of transferring the disease 
to other wounds. 

Hempet). J. DANIEL WILLEMS, M.D. 


ANESTHESIA 


Critchley, M., Hasler, J. K., Macdonald, A. D., 
Ferguson, F. R., and Others: Discussion on the 
Neurological Sequelz of Spinal Anesthesia. 
Proc. Roy. Soc. Med., Lond., 1937, 30: 1007. 


Critchley makes a frank and outspoken attempt to 
clarify the ill results, whatever they may be, of spinal 
anesthesia. He cites headache, abducens palsy, 
aseptic meningitis, and lesions of the cauda equina 
and conus medularis as the more common untoward 
sequele to this anesthesia, and illustrates each by 
appropriate case histories. He also makes note of the 
fact that symptoms of a latent neurological disease 
may sometimes be precipitated by spinal anesthesia. 
He quotes reliable experimental data to prove the 
effects of the toxic reaction of cocaine derivatives in- 
jected intrathecally, and raises several well chosen 
questions as to the possible basic causes of the ill 
results in many cases of spinal anesthesia. 

Hasler outlines the technique of administration of 
spinal anesthesia. The matter of the type and size 
of needle, position of the patient, the interspace se- 
lected for puncture, hemorrhage, the injection of the 
solution, and the chemical properties of it, and the 
question of the proper concentration of solution are 
dealt with briefly. He is obviously, and as he tells 
us, an anesthetist, and his outlook is optimistic. 

Macdonald discusses the pharmacologist’s experi- 
ences with spinal anesthesia, and presents consider- 
able detailed data on animal experimentation. He 
believes that in attacking the problem of the ill 
effects of intrathecal drugs, one should remember 
Sherrington’s proof that changes in the nervous sys- 
tem are more easily produced at the nerve cells and 
synapses than in the actual nerve fiber, and Gasser’s 
findings that, of nerve fibers, the smallest in cross 
section are the most susceptible to the action of co- 
caine and its derivatives. 

Ferguson looks gloomily on the fact that the se- 
quele of spinal anesthesia today are as damaging as 
they were many years ago. He recognizes epilepsy, 
persistent headache, and sixth-nerve palsy; but he is 
particularly impressed by the unfortunate results of 
lesions of the cauda equina, and remarks that such 
sequela are vastly more devastating than the ma- 
jority of post-anesthetic chest complications. He 
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presents a strong argument to discredit the part sup- 
posed by some to be played by trauma from the 
needle or hemorrhage; he believes that the damage is 
done by too heavy an anesthesia, too high a concen- 
tration, and poor operative technique, such as too 
rapid injection. 

Myelomalacia is suggested by Brain as a possible 
result of spinal anesthesia, and he presents a case of 
this disease in a young man who, under spinal anes- 
thesia, was operated upon on September 3, 1934, for 
a displaced semilunar cartilage, and died December 
24, 1934. The autopsy findings were definitely those 
of massive softening of the cord, which was maximal 
in the lumbar area. 

The pathological report of Brain’s case by Russell 
mentions no evidence of cord trauma or old hemor- 
rhage, bacterial infection, or meningitis. It is Rus- 
sell’s opinion that in this case the anesthetic, spino- 
cain, having no direct necrosing effect upon the 
arteries, most probably exerted a destructive effect 
on the spinal cord through a process of “‘ hyperallergic 
arterial necrosis’? and endophlebitis. 

Ashworth divides the sequele of spinal anesthesia 
into two groups, those dangerous to the patient, as 
cauda equina lesions, and those transient, such as 
palsy of the sixth nerve and headache. He believes 
the basis of postanesthetic headache to be truly 
organic. 

Harris believes that the action of concentrated 
novocain on the nerve fibers is negligible, inasmuch 
as he had injected the sciatic nerve with from 2 to 
5 per cent novocain solution with no more than an 
anesthesia, foot drop, or numbness, never lasting 
more than an hour. He believes the ill effects in 
Ferguson’s cases to be due to a sacromyelitis effect, 
vasoconstrictor or thrombotic accidents. 

Martin briefly mentions a case he had seen in 
which an ascending myelitis, and eventually en- 
cephalomyelitis, occurred following spinal anesthesia. 

Joun Martin, M.D. 


Philippides: A Simplified Method of Controllable 
Girdle Spinal Anesthesia (Ein vereinfachtes 
Verfahren der guertelfoermigen einstellbaren Spinal- 
anaesthesie). 61. Tag. d. deutsch. Ges. f. Chir., Berlin, 
1937- 

In contradistinction to the original Kirschner 
method, in which, by the injection of air into the pa- 
tient placed in the Trendelenburg position, the lum- 
bar and sacral roots were protected from the effect 
of the anesthetic, and with an increase of the amount 
of the injected air the anesthetic is driven as far 
cephalad as desired, the present method of control 
of the Kirschner percain mass is obtained by remov- 
ing a variable amount of cerebrospinal fluid. As a 
result the lumbar portion of the dural sac is rendered 
free from cerebrospinal fluid. The nerve roots which 
are not bathed with spinal fluid are also not touched 
by the anesthetic, since the latter takes its place at 
the height of the cerebrospinal-fluid level. In this 
manner a girdle-like anesthesia is obtained while the 
extremities remain completely free. The control of 


the level of the anesthetic belt is obtained by chang- 
ing the height of the puncture and the amount of 
cerebrospinal fluid which is removed. The more 
fluid that is removed and the more cranially punc- 
ture is made, the larger the region emptied of cere- 
brospinal fluid becomes and the higher the anesthetic 
mass places itself. One quarter per cent of the 
Kirschner percain mass is used as the anesthetic. 
Aside from the Kirschner puncture needle no special 
instruments are necessary. In the technique the fol- 
lowing procedure is used: 

With the patient in a Trendelenburg position 
between 25 and 30 degrees, enough fluid is removed 
until at the removal of the syringe no more fluid is 
obtained, or until a negative pressure has been pro- 
duced in the dural sac. Then from 1% to 2 c.cm. of 
the anesthetic solution are injected and about 2 c.cm. 
of air are injected immediately after. After five min- 
utes have elapsed the height of the anesthesia is 
tested, and if it is believed necessary to strengthen 
the anesthesia and drive the anesthetic zone higher, 
another % c.cm. of the anesthetic is injected and 
then 2 c.cm. of air. The dosage, therefore, is admin- 
istered fractionally. The needle, to which a small 
caliber rubber tube is attached, is closed by a stopper 
after the injection is completed. In high anesthesias 
the puncture is made between the eleventh and 
twelfth thoracic vertebre, in anesthesias of the lower 
abdomen between the twelfth thoracic and the first 
lumbar vertebre. The amount of fluid withdrawn 
varies between 15 and 30 c.cm. In anesthesias in- 
tended for the legs the injection is made between the 
second and third lumbar vertebra. At the most only 
15 c.cm. of cerebrospinal fluid are withdrawn. For 
saddle anesthesia the puncture is made between the 
third and fourth lumbar vertebra. About 5 c.cm. of 
spinal fluid are withdrawn and the anesthetic is in- 
jected. 

The advantages of this method of anesthesia are: 

1. The ascension of the specifically lighter anes- 
thetic towards the head is not possible. 

2. An overdose or underdose is prevented by the 
fractionated administration. 

3. Good anesthesia is obtainable even with rela- 
tively small amounts of percain, from 3.5 to 3.6 mgs. 
Even in high anesthesias more than 7.5 mgs. was not 
necessary. 

4. The elimination of an excessive drop in the 
blood pressure is obtained. 

5. The technique is simple and the anesthesia is 
obtained rapidly. After fifteen minutes, at the lat- 
est, the operation can be started. 

For the pre-operative preparation from 0.04 to 
0.05 ephetonin is given intravenously a few minutes 
before the injection is undertaken. 

In the discussion Kirschner defends the procedure 
for obtaining the girdle-like spinal anesthesia, as sug- 
gested by him, against the frequently repeated ob- 
jection that it is too cumbersome. The procedure is, 
on the contrary, very simple at the present time be- 
cause of the laudable codperation of Philippides. It 
does not require any special anesthetist, since the 
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physician who administers the spinal anesthesia can 
prepare himself for the operation while the anes- 
thetic is developing its effect. Only one observer is re- 
quired to remain with the patient. Since the anes- 
thesia lasts for a long time and at the first becomes 
deeper, it does not matter if the patient is forced to 
wait ten or twenty minutes before the operation 
after the anesthesia has taken effect. Therefore, no 
loss of time results, either in the course of a single 
operation, or in the course of a large operative 
schedule. For the administration of the spinal anes- 
thesia a simple record syringe suffices; the earlier 
special double syringe is no longer required. The 
results obtained up until now with this type of spinal 
anesthesia in more than 3,750 of the author’s own 
cases, and according to the reports in the literature 
are uniformly good. No other procedure for the 
elimination of pain which can give similar good serv- 
ices in major abdominal surgery, in seriously ill pa- 
tients, and in difficult operative procedures is known. 
Harry A. SALzMANN, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Masmonteil, F.: A Surgical Suite with Sterilizable 
Operating Rooms (Bloc chirurgical a4 cellules opé- 
ratoires stérilisables). Bull. et mém. Soc. d. chirur- 
giens de Par., 1937, 29: 147. 


Research has shown that micro-organisms can 
constantly be recovered from the air circulating in 
operating rooms, and if perfect sterility is to be ob- 
tained other methods must be used to prevent con- 
tamination than protective coverings over instru- 
ment tables. Chemical sterilization by formalin has 
the disadvantage of requiring considerable time as 
well as leaving objectionable fumes. Neutralizing 
formalin vapor with ammonia salts is very destruc- 
tive to walls and metal fixtures. Filtered air com- 
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bined with ultraviolet irradiation has been used ef- 
fectively by Trénel in Vienna. 

The operating suite described in this article will 
be placed in use at the Landy Clinic. Sterilization of 
the operating rooms is effected by introducing water 
vapor under pressure at 120°C. This is removed by 
a ventilator which completes filtration of the air by 
withdrawing the mist. The rooms are oval to elimi- 
nate corners; radiators are situated between double 
walls; all sterilizers are outside the room and outlets 
are provided in the walls for all electrical equipment. 
Only the surgeon and his necessary aides are allowed 
in the operating room. The secretary has headquar- 
ters in an air-conditioned ante-room behind a glass 
partition so that communication by signals or a 
microphone may be maintained. Solar irradiation 
from the ceiling is reconstructed by a combination of | 
infra-red and ultraviolet lights and is centered upon 
the operating table. 

The “‘scrub-up”’ room is in the center of the suite 
so that the surgeon has a clear view of the operating 
rooms and sterilizing rooms. An ultraviolet light in 
the ceiling irradiates the operators during the time 
they are changing to operating garb and scrubbing. 

The anesthetic room is also irradiated by ultra- 
violet light, and only the anesthetist is allowed to 
come into the operating room with the patient. 

Air-conditioning maintains a constant flow of fil- 
tered air at proper temperature to all the rooms of 
the operating suite, as well as to glass-enclosed visi- 
tors’ galleries. Moisture on the windows and glass 
ceilings is eliminated by the air-conditioning. 

Sterilized material is received into a special “ster- 
ile” room directly from the autoclaves so that there 
is no contact with soiled or contaminated linen which 
is placed in the autoclave through the opposite end 
of the sterilizer from another room. 

Marsa W. Poorer, M.D. 
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ROENTGENOLOGY 


Rintelen, G.: Arteriography as a Diagnostic and 
Therapeutic Medium (Die Arteriographie als 
diagnostisches und therapeutisches Hilfsmittel). 
Zentralbl. f. Chir., 1937, 615. 


Thorium dioxide, or Heyden’s thorotrast, is con- 
sidered to be suitable for diagnosis and therapeusis, 
as it most readily fills the demand that such a me- 
dium must not injure the vessels, the circulation, nor 
the entire organism, and must give good shadows in 
strong dilution. The misgivings formerly expressed, 
that thorotrast may become deposited in the reticulo- 
endothelial system and there act injuriously, are re- 
futed by the evidence that its radio-activity could 
hardly come into question in the dosage used. Fur- 
thermore, thorotrast has the advantage of causing 
absolutely no pain upon injection. 

The artery to be injected is exposed for a short 
distance. The average rapidity of injection should 
be about 3 c.cm. per second in order to obtain good 
pictures. After the administration of about two- 
thirds of the amount the roentgenogram is made. 
With successful exposures, filling defects in the vas- 
cular walls and uniform changes in the diameter of 
the vessels are recognizable, and valuable informa- 
tion as to the number and extent of the collaterals 
is obtained. According to the view of Rintelen, 
aggravations of an existing gangrene of an extremity 
can occur only when the affected extremity would 
have to be amputated anyway. In contradiction to 
the mentioned demands, a painful vascular spasm of 
the main artery may occur in persons with a labile 
vascular system. This spasm results in a marked 
dilatation of the entire capillary and venous system. 
The author makes this assumption in two cases, in 
which roentgenography was not successful. The ex- 
perience, that in one-third of the cases, which were 
affected with endarteritis, spasms and calcification, 
considerable improvement had set in after the injec- 
tion and in some cases lasted for years, is also said to 
have been seen in other clinics. 


(PLeNz). Lovis Neuwett, M.D. 


Mazzetti, M.: The Radiographic Appearance of the 
Thorax in the Vertical Inverse Position in Nor- 
mal and in Some Pathological Conditions 
(L’immagine radiografica del torace in posizione 
verticale inversa in condizioni normali e in alcune 
contingenzepatologiche). Radiol. med.,1937,24:459. 


The influence of the inverse position, the com- 
plete opposite of the erect, on the thoracic organs 
has been studied by a few French and Italian work- 
ers in normal chests and in cases of pleurisy asso- 
ciated with pneumothorax, and to demonstrate the 
origin of some deformities of the diaphragm. As 
Mazzetti knows of no other researches on the sub- 
ject, he carried out comparative studies in the erect 
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and, immediately afterward, in the inverse position 
in a series of thirty subjects, composed of normal 
persons and tuberculous patients, including some 
who had had a pneumothorax or phrenicotomy. A 
perfectly vertical inverse position without muscular 
tension was obtained by strapping the subject to a 
tilting table. Ten illustrative cases are reported in 
full, with roentgenograms. The findings were as 
follows: 

In the inverse position, the ribs show a marked 
diminution of the inclination of the costal on the . 
horizontal plane, with a rise of their anterior extrem- 
ities and of the sternum. These changes are prob- 
ably due entirely to a fall of the most mobile part of 
the thoracic cage toward the cephalic pole. 

In the lungs, both normal and pathological, there 
is a noteworthy accentuation of the markings, as a 
result of stasis in the lesser circulation. In fact, the 
inverse position is the best one for demonstration of 
the vessels. The hilar shadows of the pulmonary 
artery appear. The upper part of the lung becomes 
less transparent and the lower more so. 

In general, all tuberculous shadows are accentu- 
ated and enlarged, but their outlines are less clear. 
The nature of a small suspected focus, scarcely 
evident in the erect position, may be confirmed. 
Bronchopneumonic areas are darker and more homo- 
geneous. The walls of cavities are thickened and 
blurred, and the tissue between them is less trans- 
parent. Calcified glands are unchanged, while in 
some cases glands of considerable size, not seen in 
the erect position, are revealed. 

In elective pneumothorax of the upper lobes, there 
is a partial reéxpansion of the collapsed area as the 
gas migrates in part toward the base, where it pro- 
duces collapse of the corresponding part of the lung. 
The gaseous zone may show slight opacity, probably 
due to circulatory stasis in the parietal pleura or the 
soft tissues. The pathological shadows in the col- 
lapsed lung become sharper. The descent of the 
lung often obscures adhesions visible in the erect 
position. 

In hydropneumothorax, the fluid is dislocated 
toward the apex where it becomes stratified with a 
reversed horizontal level. The base of the lung and 
the pleural lesions become visible. 

After phrenicotomy, the only characteristic ap- 
pearance is ani ncreased dislocation of the paralyzed 
diaphragm toward the apex. 

In both normal and pathological cases the height 
of the lung is decreased because of the fall of the 
diaphragm toward the apices. 

The heart undergoes striking and constant changes. 
It shows an eccentric dilatation of all its cavities, 
assuming the shape of the mitral heart. The right 
and left inferior and the left median curves are ac- 
centuated. The apex is dislocated upward. The 
great vessels are dilated. The superior vena cava is 
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seen clearly, and sometimes also the inferior. The 
stasis in the pulmonary circulation is secondary to 
a difficult outflow from the left ventricle and a facil- 
itated inflow from the greater circulation. 
French and Italian references are given. 
M. E. Morse, M.D. 


Rocher: Radiographic and Radioscopic Control 
During Operation in a Room Illuminated by a 
Helium Lamp (Contréle radiographique et radio- 
scopique intra-opératoire en salle éclairée par la 
lampe 4 hélium). \Jém.l’Acad. de chir., Par., 1937, 
63: 667. 

Rocher notes that it is often desirable to have 

. radiological control of certain operative procedures 
during operation; this is especially true in orthopedic 
surgery. Various methods have been proposed to 
accomplish this purpose without interfering with 
the proper lighting of the operative field. 

In studying this question at the Children’s 
Hospital at Bordeaux, it was found that this could 
best be accomplished by using a monochromatic 
helium lamp. For radioscopic control a Dymix 
glass is superimposed on the fluoroscopic screen; a 
helium lamp is used with two glass filters, one a 
“Cataviol” which absorbs the rays on the violet 
side of the spectrum, and the other, movable, called 
an ‘“‘M.C.B.,”’ which absorbs the rays on the red 
side, so that the resulting light contains only the 
yellow or monochromatic rays. The Dymix glass 
over the fluoroscopic screen absorbs these rays, so 
that the screen is sufficiently darkened to show the 
shadows clearly. 

This light gives sufficient illumination of the 
operative field, and not only permits fluoroscopic 
control, as described, but also is sufficiently non- 
actinic with the use of the ““M.C.B.” filter to permit 
the development of the radiographic films without 
removing them from the operating room. The lamp 
is placed 2 m. from the operating table and 4 m. 
from the developing apparatus. The usual develop- 
ing bath is used, and the film is then placed in acetic 
acid. It is examined by reflected light in the nega- 
tive. The helium light can thus be used for opera- 
tion, fluoroscopy, and radiography. It may be used 
for control of fracture work, localization of metallic 
foreign bodies, and also for fluoroscopic study of the 
viscera with opaque media. ALICE M. MEYERS. 


RADIUM 


Mayneord, W. V., and Roberts, J. E.: An Attempt 
at Precision Measurements of Gamma Rays. 
Brit. J. Radiol., 1937, 10: 365. 


This article is a detailed technical account of the 
measurements of the ionization produced in air by 
radium sources. Its contents, however, are of great 
interest to the clinical radiologist, since an attempt 
is now being made to express dosage in radium 
therapy in the unit of x-ray quantity, which is the 
international roentgen (r). In this manner, all 
types of radiation therapy, low-voltage x-ray 
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therapy, deep x-ray therapy, the more recent super- 
voltage x-ray therapy, telecurie therapy, and con- 
tact radium therapy could be linked together 
through the same fundamental dosage unit. 

In the first half of the article, the authors discuss 
at some length the problems which may interfere 
with the proper experimental realization of the r 
unit. Among these are the configuration of the 
measuring ionization chamber, whether paralle] 
plate or ‘‘air wall” chamber; the secondary scattered 
radiation from the walls of the chamber; the sec- 
ondary electromagnetic radiation from the walls of 
the room; the finite size of chamber and source; and 
the atomic number of walls of the chamber. 

In the second half a carefully standardized 
measuring system is presented. It includes a general 
description of the apparatus; consideration of the 
stray ionization in the system; a discussion of 
various types of chambers, such as carbon, mag- 
nesium, ‘‘air wall” and paraffin-wax chambers; the 
study of the applicability of the inverse square law; 
the question of accurate measurement of -the 
various radium sources, especially as it concerns the 
errors resulting from the use of different chambers; 
and, finally, some experiments with radon seeds. 

The conclusion is reached that the total charge 
set free per cubic centimeter of air at normal 
temperature and pressure, at 1 cm. distance from a 
point source of 1 mg. radium element filtered with 
o.5 mm. platinum, amounts to 8.3 electrostatic 
units per hour. In other words, 8.3 is the most 
probable value of the c.mg.h. (1 cm. distance, 
1 mg. Ra element, 1 hour exposure) radium unit as 
expressed in roentgens (r). T. Levcutta, M.D. 


MISCELLANEOUS 


Paltrinieri, G.: Radiobiology and Radiothanatology 
(Radiobiologia e radiotanatologia). Radiol. med., 
1937, 24: 367. 

Paltrinieri reviews the present status of radio- 
thanatology and reports experiments in this field 
which throw light on certain concepts of radiobiol- 
ogy. These researches were based on radium and 
x-ray irradiation of the skin of patients in extremis 
and on subjects at various intervals after death. 

In the agonal period, irradiation produced histo- 
logically a typical selective reaction, a finding which 
is important for a clearer definition of the nature of 
caustic, mass, and selective reactions. Ten minutes 
after death, the selective reaction, with the use of 
8 and vy rays, had disappeared and was replaced 
by shrinkage of the cells in all layers, pyknosis of 
the nuclei, and perinuclear changes in the spinous 
and germinal layers. Half an hour after death, there 
was an inversion of the radiolesion, i.e., swelling of 
the cells with displacement of the nuclei to the 
periphery or of the chromatin to one sector of the 
nucleus. This reaction is probably connected with 
changes in osmotic pressure, due to arrest of the 
circulation and metabolism. Irradiation with high 
dosages of unfiltered x-rays, 60 H, at the same time- 
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periods produced much milder reactions. At inter- 
vals longer than thirty minutes post mortem, the 
cells scarcely reacted to radium or x-rays, from 
which fact the author draws conclusions as to the 
mechanism of the biological action of radiations. 

The author investigated the question whether la- 
tent radiolesions would appear when the tissues were 
put under conditions favorable to artificial life and 
activation, even minimal, of their metabolism, i.e., 
immersion in Ringer-Locke solution for forty-eight 
hours at room temperature. Slightly hypotonic or 
hypertonic solutions brought out more marked 
changes in the irradiated tissues than in the controls. 
The solution probably revealed a latent alteration in 
permeability of the cadaveric cell membrane, aggra- 
vated by irradiation. 

The main general conclusions from these experi- 
ments are: not the cadaver per se, but dead cells, or 
those still living although incapable of reaction are 
indifferent to radiations. 

Radiations differ from other physical or chemical 
agents having a caustic action, in that the latter act 
passively, while the radiolesion is a vital active phe- 
nomenon. The action of radiations on living matter 
is physical and of the same nature as on inorganic 
matter, but living substances react with a train of 
special phenomena which do not represent simply 
the transformed physical agent. 

Radiosensitivity has a relation not only to the life 
of the cell but also to the degree of its metabolism. 
So far as it is revealed through a radiolesion, it 
implies not only the presence of radiolabile physico- 
chemical structures, but also a metabolism suffi- 
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ciently active so that the physical stimulus can be 
elaborated and reveal its biological effect. It is 
therefore more exact to speak of radiosensitivity in 
terms of time as a function of metabolism, rather 
than as an attribute of certain species of cells. The 
action of radiations is indirect, and the cytoplasm 
appears to be at least as important as the nucleus 
in determining sensitivity. 

The fact that radiations cannot produce a caustic 
effect in the cadaver proves that their action differs 
from that of true caustics, which'can cause lesions 
in both the living and the dead. The caustic reac- 
tion to radiations is an active necrobiosis produced 
by the selective action of the soft and corpuscular 
rays, and it is an evolution of the mass reaction. By 
correct dilution the selective reaction can be ob- 
tained with the same infrapenetrating rays; there- 
fore it is not due to the peculiarity of a definite 
physical agent, but rather to a biological property 
of certain groups of cells. This is demonstrated de- 
cisively by the selective skin reaction produced in 
the agonal stage by infrapenetrating radium rays, 
and also by the disappearance of the selective reac- 
tion very soon after death, while diffusely distrib- 
uted radiolesions persist longer. 

These researches may possibly be developed so as 
to have medicolegal importance for verification of 
real or apparent death, or, within certain limits, for 
determination of the time of death. 

The rays which appear to have the greatest effect 
on surviving cells are the primary 6 and vy. 

The article is supplemented by microphotographs 
and a bibliography. M. E. Morse, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Teschendorf, H. J.: Hand-Schueller-Christian Dis- 
ease, Lipogranulomatosis (Die Hand-Schueller- 
Christiansche Krankheit, Lipoidgranulomatose). 
Ergebn. d. med. Strahlenforsch., 1936, 7: 43. 


The characteristic symptom triad of geographic 
skull, exophthalmos, and diabetes insipidus occurs 
in only a small part of the cases of Hand-Schueller- 
Christian disease. The diagnosis is made difficult by 
the fact that the two latter symptoms may be 
absent, and bony changes may occur only in other 
parts of the skeleton instead of the skull. The 
specific lipogranulomatous changes may appear in 
all the organs of the body. The disease most often 
attacks children up to the age of ten years. The 
most frequent early symptoms are diseases of the 
teeth and gums, and changes in the skin and audi- 
tory organs. The changes in the eyes are due to 
lipogranulomatous proliferations in the orbits or 
perforation of such proliferations originating in the 
dura, and exophthalmos, usually asymmetrical, 
with dislocations of the bulbus and paralyses of the 
ocular muscles, as in tumor of the orbit, without 
changes in the background of the eye. The auditory 
organs are often affected by mastoiditis and otitis. 
The mouth and teeth present strikingly painless 
swellings and hemorrhages, ulcerations, loss of 
teeth, and light areas in the structure of the maxilla. 
The skin shows eczematous phenomena with 
xanthomatous deposits. Of special importance in 
the inner organs is the lymphogranulomatosis of the 
lungs which presents two stages, fine floccular 
stippling, from focal proliferations in the alveoli and 
interstitial tissue, and bandlike thickenings, the 
fibrous stage of healing. In the nervous system, 
basic symptoms rarely occur in spite of the most 
frequent involvement of the dura next to the skel- 
eton, but, on the other hand, there are numerous 
neurological phenomena as the result of infiltrations 


of the brain and spinal cord with the lymphogranv- - 


lomatous tissue. There is no characteristic blood 
picture, but in the generalized stage there is the 
picture of a severe secondary anemia, frequently a 
leucocytosis, but never a leucopenia. There are no 
diagnostically applicable metabolic disturbances. 
In the skeleton, the flat bones or skull calotte are 
attacked preferably. Lymphogranulomatous foci, 
round or oval, with sharp edges, close together with 
small or extensive defects (geographic skull!) appear. 
This picture is called the geographic skull and is 
characterized roentgenologically by sharp, ebur- 
nated, thickening edges, without demineralization 
of the adjacent areas. 

The disease can be differentially diagnosed from 
myeloma by the absence of the sclerotic edges, more 
diffuse disease of the calvarium, and atrophy of the 


adjacent areas, also the presence of Bence-Jones 
albuminous bodies; from chloroma by the myeloid 
blood changes; from metastatic malignant tumors 
by the absence of the thickening edges; and from 
osteitis fibrosa cystica by possible hypercalcemia. 

The pathologico-anatomical characteristic finding 
is the existence next to each other of large foam cells 
and exudate cells containing precipitated lipoids, 
which surround the former, but may also appear 
alone in the form of gramulomas in which Sternberg- 
like giant cells may appear. While in the first case 
the sulphur-yellow discoloration suggests lympho- 
granulomatosis, with the predominance of the 
granulomatous new formation this discoloration is 
covered and appears more brownish from the blood 
pigments. The histological picture is obliterated by 
strands of young or cicatrizing bands of connective 
tissue. The marked changes in all the organs are 
produced less by lipoid infiltrations into the reticulo- 
endothelium than by the destructive growth of the 
granulomas. 

The author considers the disease as a disturbance 
of lipoid metabolism, which leads to the deposition 
of cholesterin and lipoids primarily into the reticulo- 
endothelium. There probably is a secondary forma- 
tion of granulomas; therefore, the name “lipo- 
granulomatosis” is proposed. This disease is to be 
differentiated from the other xanthomatoses, such 
as Gaucher’s disease and Niemann-Pick disease, 
which also follow a hereditary disturbance of the 
lipoid metabolism, by the development of granu- 
lomas. Except for the severe cases occurring in 
early childhood, lymphogranulomatosis is amenable 
to spontaneous healing. A considerably quicker 
local result is obtained with irradiation therapy, 
especially roentgen therapy, of from 150 to 200 r 
with a screen of from 0.8 to 1 mm. of copper given 
every second day, together with a diet poor in 
cholesterin, and prohibiting meat, eggs, milk and 
milk products, and animal fats. 

(Stevers). Louis Neuwe tt, M.D. 


Bissell, A. D., and Brunschwig, A.: Squamous 
Epithelial Bone Cysts of the Terminal Phalanx 
and Benign Subungual Squamous Epithelial 
Tumor of the Finger. J. Am. M. Ass., 1937, 108: 
1702. 


The authors report two cases of squamous epi- 
thelial bone cysts of the terminal phalanx. Only 
four other cases of this condition have been reported 
in the literature. Squamous epithelial bone cysts 
of the subcutaneous tissues of the hands have been 
described frequently. 

The authors believe that traumatic deep im- 
plantation of a fragment of cutaneous epithelium, 
rather than the displacement of embryonic rests, is 
the cause of such cysts. Usually traumatism to the 
distal portion of the finger is followed after a varying 
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MISCELLANEOUS 


period, by progressive tender diffuse swelling of the 
distal phalanx without other evidence of infection. 
Roentgenograms reveal a central expanding cystic 
lesion of the terminal phalanx. At operation a cyst 
which is easily peeled away from the bone is found. 
This cyst contains sebaceous material and is lined 
by squamous epithelium. The lesion is benign, but 
recurrences follow if removal is incomplete. It is 
not clinically nor roentgenologically possible to 
differentiate this type of cyst from solitary bone 
cyst or chondroma. 

The authors also report another case of subcuta- 
neous squamous epithelial cyst with beginning 
erosion of the phalanx. This, they believe, illus- 
trates an early stage of a squamous epithelial bone 
cyst. Harvey S. ALLEN, M.D. 


Dublin, L. I.: Statistics on Morbidity and Mor- 
tality from Cancer in the United States. Am. J. 
Cancer, 1937, 29: 736. 


Cancer is a major public health problem in the 
United States. Malignant diseases are responsible 
for about 150,000 deaths a year in this country. In 
the registers of mortality, cancer is outranked in 
numerical importance only by heart disease. Of 
initial groups of 100 white persons at birth, ro males 
and 13 females will eventually die from some form of 
cancer under present conditions. 

The following is a summary of the highlights on 
cancer presented by the Industrial Department of 
the Metropolitan Life Insurance Company: 

Cancer is second in the list of causes of death. 
Twenty-five years ago it was in seventh place. This 
change in position is due primarily to a decline in 
the death rate of the other diseases. 

The death rate from cancer in the last twenty-five 
years rose 14.5 per cent, from 75.8 per 100,000 in 
1911, to 86.8 per 100,000 in 1935. These rates are 
standardized for age, sex, and color. Practically all 
of the recorded increase in cancer mortality occurred 
in males; the mortality from cancer in white females 
declined slightly during this period. 

For the twenty-five-year period, the average death 
rate of white females was almost 20 per cent higher 
than that of white males. In more recent years, 
however, the rise in the male rate has tended to wipe 
out the difference. In recent years, the excess fe- 
male over male mortality in white persons has been 
limited to the ages between twenty-five and fifty- 
four years; beyond these ages a considerably higher 
death rate is found in males than in females. 

The cancer mortality of colored females exceeds 
that of white females; however, the cancer mortality 
of white males is one and one-half times that of 
colored males. 

An analysis of the mortality from cancer by organ, 
or part affected, shows that 50 per cent of the fatal 
cancers were located in the digestive tract. Cancers 
of the female breast and genital organs accounted 
for approximately 30 per cent, while those of the 
skin and other organs made up the remaining 20 
per cent. 
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The figures vary, however, with the sex. Cancers 
of the genital organs were responsible for 28 per 
cent, and cancers of the breast for 15 per cent of the 
reported deaths from cancer in white females. In 
the white males about 8 per cent of the fatal cancers 
occurred in the buccal cavity and 3 per cent in the 
skin. In females these forms play a very small part. 

The increases in the death rate from cancer are 
practically limited to males, but in white males the 
increases in the recorded death rates were sizable 
only after the age of fifty-five years. In colored 
males the trend was significantly upward after the 
age of thirty-five. Too much emphasis must not be 
placed upon this finding in view of the great im- 
provement which has taken place in the recording 
of causes of death among colored people in recent 
years. 

In white females such increases as appear are lim- 
ited to the ages after sixty-five. In the age period 
from thirty-five to fifty-four, the trend of the death 
rate was definitely downward. 

The recorded death rates from cancer of the stom- 
ach, liver, and gall bladder are materially higher for 
males than for females. For white females the trend 
of the death rate for these forms of cancer has been 
downward continuously; for white males no definite 
upward or downward trend is evident for the twenty- 
five-year period. 5 

A definitely increasing death rate from cancer of 
the peritoneum, intestines, and rectum is evident in 
each of the colored sex groups. In recent years the 
mortality of white males exceeded that of white fe- 
males, which reverses the sex ratio of prior years. 

The mortality from cancer of the female genital 
organs is about 50 per cent higher in colored females 
than in white females. The death rate of white fe- 
males decreased significantly at all ages combined 
and for several of the age periods. 

In contrast to the trend of mortality from cancer 
of the genital organs, the death rate from cancer of 
the breast has increased. A good part of the in- 
crease is due to the rise since 1930. 

Cancer of the buccal cavity is about seven times as 
frequent in white males as in white females. The 
—_ of the death rate for this site had been down- 
ward. 

Cancer of the skin is relatively rare among col- 
ored persons. Males show a higher death rate than 
females. The mortality from skin cancer declined 
significantly in both white males and white females. 

Cancers included under the residual title “‘cancers 
of other and unspecified organs”’ showed a sharp up- 
ward trend. In this group the data available for 
some of the sites, the lung and the pleura, the pan- 
creas, and the prostate, show significant increases 
in the death rates. 

The difference in the trends by sex is to be viewed 
in the light of the fact that about four-fifths of the 
cancers among males, but only one-half of the can- 
cers among females, occur in inaccessible sites. 
Therefore, improvements in diagnosis over the 
twenty-five-year period, due to increased hospital- 
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ization, more skilled surgical treatment, more post- 
mortem examinations, and improved diagnostic pro- 
cedures, would tend to raise the recorded mortality 
for males more than for females. In general, can- 
cers in inaccessible sites show a rise in their mor- 
tality, whereas those in accessible sites exhibit a 
downward trend. 

The cancer situation in the United States is far 
from alarming, although much can be done to im- 
prove it. The research, education, and facilities for 
diagnosis and treatment are encouraging. In three 
years the American College of Surgeons registered 
almost 25,000 persons who were cured of cancer. 
There are already about 200 cancer centers through- 
out the country which meet the standards of equip- 
ment and personnel established by this College. 

Josepu K. Narat, M.D. 


Bernard, F., and Koehler, K.: Carcinoma Diagnosis 
by Determination of Lipase in the Blood Serum 
and Fuchs’s Carcinoma Reaction (Die Carci- 
nomdiagnose durch Lipasebestimmung im Blut- 
serum und die Carcinomreaktion nach Fuchs). 
Deutsche Zischr. f. Chir., 1936, 248: 72. 


On the basis of their researches on a large cancer 
material the authors came to the following conclu- 
sions: 

There is frequently an increase in atoxyl-resistant 
lipase in the biood serum in carcinoma. After opera- 
tive removal of the carcinoma the increase in atoxyl- 
resistant lipase subsides, and if the removal has 
been radical the quantity becomes normal after a 
time. In all general injuries the atoxyl-resistant 
lipase and the total lipase diminish. In 313 defi- 
nitely diagnosed carcinomas the authors found an 
increase of atoxyl-resistant lipase 219 times, a 
decrease 62 times, and normal values 32 times. In 
carcinoma of the skin, the breast, and the rectum, 
lipase determination has a high diagnostic value; in 
carcinoma of the stomach, pancreas, and particu- 
larly of the biliary tract, its value is less. In carci- 
noma of the prostate, bladder, esophagus and 
bronchi also, there is an increase in the atoxyl- 
resistant lipase in the blood serum. The authors 
found an increase in the atoxyl-resistant lipase in 10 


per cent of persons who were apparently free from - 


cancer, and also in persons with certain diseases 
which frequently lead to carcinoma or mask a 
developing carcinoma, such as chronic cystic 
mastitis, bleeding nipple, ulcer of the stomach, 
gastritis, strawberry gall bladder and goiter. Al- 
though the lipase determination as a method of 
diagnosing carcinoma is subject to error, the authors 
believe that it is of value in clarifying numerous 
carcinoma problems. 

The basis of Fuchs’s cancer reaction was also dis- 
cussed. Four hundred and thirty-eight reactions 
were studied. In 247 definitely diagnosed cases of 
cancer or sarcoma the reaction was positive in 129 
cases, or 92.6 per cent; in 164 non-cancerous cases 
it was negative in 142, or 89.2 per cent; and in 27 
cases of suspected, but clinically uncertain carci- 
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noma, it was positive 23 times. The authors then 
carried out the test in a large number of cases oj 
precancerous conditions, and by introducing the 
sperm substratum proposed by Fuchs they suc. 
ceeded in separating a large number of these 
processes from other diseases which previously had 
frequently given a positive carcinoma reaction. 
Fuchs’s cancer reaction is very reliable for the 
recognition of cancer. 

The authors next attempted to overcome the 
weaknesses of each method by using one to supple. 
ment the other. When both tests yielded positive 
results, the certainty of the diagnosis was increase! 
by the blood examination. Decrease of the lipase 
and absence of immunity as shown by Fuchs’s 
reaction were often found together, but there was 
no constant agreement. In precancerous processes 
both reactions were positive at the same time in 
only 25 per cent of the cases. Usually only one 
method gave a positive result, whereas in cases of 
undoubted cancer both methods gave positive 
results more often. In the cases in which both 
methods gave positive reactions in non-cancerous 
patients, cancer was frequently found in the family. 
Even when both methods of diagnosis were used 
together it was not possible to determine the presence 
of carcinoma with absolute certainty by examina- 
tion of the blood. 

(ToBLeR). FLORENCE A. CARPENTER. 


DUCTLESS GLANDS 


Collip, J. B.: The Standardization of Anterior 
Pituitary Hormones. Am. J. Obst. & Gynec., 1937, 
33: TOTO. 


As we are learning a still increasing number of 
effects of the extract of the anterior lobe of the pi- 
tuitary gland, it becomes most essential that some 
system of biological standardization of extracts be 
agreed upon, so that experimental clinical studies 
can be made satisfactorily and the results ade- 
quately evaluated. At the present time there is not 
enough information to allow the setting-up of abso- 
lutely rigid standards, but an attempt can be made 
in this direction, and in the course of time, as more 
exact knowledge becomes available, methods of test- 
ing standards which are to be universally acceptable 
may be agreed upon. 

The author then discusses the various assay 
methods to be used in the standardization of the 
growth, thyreotropic, gonadotropic, adrenotropic, 
and prolactin hormones. 

Some other effects of the extracts of the anterior 
lobe of the pituitary gland, such as those upon the 
size and fat content of the liver, the protein metabo- 
lism, the skeletal form and architecture, and the 
blood calcium and calcium metabolism are known 
and methods for study of all of these are available; 
but it is doubtful whether any of this group of reac- 
tions will be of practical value in relation to the 
standardization for clinical use. 

Epwarp L. Cornett, M.D. 
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HOSPITALS; MEDICAL EDUCATION AND 


HISTORY 
Millar, W. M.: La Mettrie. Surgery, 1937, 1: 623. 


Julien de la Mettrie, the Father of Materialism, 
was a weird mingling of many emotions and ideas, 
and “no small cypher in the ranks of the Ascle- 
piadae.” He attempted single-handed to change the 
prevalent religious and philosophical ideas of his 
age. 

“The famous materialist was born in St. Malo on 
Christmas Day, 1709, six years before the death of 
Louis XIV. The young lad was a facile talker, and 
hopes were entertained by his parents that their 
son would enter the church. To this end, the grow- 
ing boy was sent first to the school of Coutances, 
where he soon won prizes in rhetoric. Thence he 
proceeded to Plessis in Paris to study logic, and it 
was here that the youth came under the magnetic 
spell of one of the professors, Cordier. The latter 
was a nationally known Jansenist, a member of an 
intense, fanatical, religious sect. From Plessis the 
young student went to Harcourt for a course of 
“natural philosophy.” It was about this time that 
La Mettrie began to turn back from his ideas of 
becoming a priest and turned to medicine. In this 
step he was undoubtedly influenced by Hunauld, 
the village physician, whom La Mettrie greatly ad- 
mired and respected. Specific training, more than 
one would get by attending the daily rounds of a 
small-town practice, was thought advisable. Doubt- 
less on the advice of his friend, La Mettrie, went off 
to the medical school at Reims, which was one of the 
best in the century. Here in 1728, the ex-theological 
student obtained his “bonnet de docteur.”’ He was 
now nineteen years of age, still too young to practice, 
and, as was the fashion of his day, the young doctor 
proceeded to Leyden, the University of the great 
Boerhaave, then the leading medical man of the 
world. 

Back to St. Malo came the twenty-four-year-old 
physician full of ideas, with one of the best theo- 
retical professional educations possible for his time, 
to plunge into the sorrows and griefs of a general 
practice. The ex-student’s mind lingered with the 
academic, and he had no desire to lapse into mar- 
moreal dullness. He found time to translate Boer- 
haave and, with the bland egotism of youth, even 
to compose a brochure on practical medicine. 
Hunauld died shortly after his assistant returned. 
Instead of settling down and building up a safe and 
lucrative practice, as any unimaginative man would 
have been glad to do, the ambitious La Mettrie 
suddenly, after three years in the tiny village, gave 
up his place and set off for Paris. In this city, the 


country doctor apparently had enough influence to 
secure a commission as medical officer with the 
French Guards, chiefly through the benevolence of 
Morand, the surgeon to the Invalides and the Duc 
de Grammont. 

La Mettrie was in the prime of his life when the 
Silesian Wars between Maria Theresa and France 
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began, and his regiment was moved to the East. 
The Army soon saw active service. However, the 
young officer was stricken with a severe fever. 
During his convalescence, the sick man began to 
think about the soul, about life, and their causal 
relations, ideas which were soon to find formal 
expression in his books. 

One of the first of the young author’s works, 
written in St. Malo, was his Observations de M édicine 
pratique, which was followed in 1735 by a transla- 
tion of Boerhaave’s L’A phrodisiacus, to which he 
added a few comments and observations of his own 
on the nature of venereal diseases. A year later, 
Astruc, of Paris, published his De Morbus Venereis, 
in which he spoke appreciatively of the work of the 
young man, but also called attention to several 
errors of translation that had been made. In 1737; 
the Breton’s JTraité du Vertige appeared, and, in 
1739, his Nouveau Traité des Maladies V énériennes 
appeared. Astruc still took occasion to “sharpshoot”’ 
and criticize the works of his rival. Rapidly nu- 
merous lampoons and satirical papers appeared 
throughout France which were insultingly frank 
and which seared with the branding iron of carica- 
ture. Many of these were purported to come from 
La Mettrie, and some of them doubtlessly did. In 
them the entire Parisian medical profession was 
ridiculed. Almost no one was spared, least of all 
Astruc. This war of pen and pamphlets was stopped 
perforce for a period when the Guards moved off 
to war, but once the Frenchman was back to barrack 
life, his urge to write seized him again. It was soon 
after his appointment as Medical Chief of half a 
dozen hospitals that the army officer really drew 
fire from almost everyone. This time not only were 
the medicos opposed to him for the very obvious 
insults leveled at them, but in a very short time the 
Roman Catholic Church, the several Protestant 
Churches, and the French Throne arose against this 
defiant author. The reason was principally his 
Natural History of the Soul, which was shortly 
followed by other books of even more materialistic 
and apparently more atheistic persuasion. At any 
rate, all of them aroused tremendous bitterness and 
feeling against their creator. 

These volumes were immediately condemned; 
first by the army chaplains, and then by the high 
church authorities in the Index Expurgationes. So 
much pressure was brought to bear on La Mettrie 
that he was forced to resign from the Army and 
flee to Leyden. Even here he was not safe. Again 
at night, on foot, and in secrecy, the hunted author 
was obliged to leave this city. The brilliant, caustic 
man was at the end of his resources until his com- 
patriot Maupertuis took occasion to speak to 
Frederick the Great about him, and the soldier- 
philosopher was formally invited to come to Berlin. 
This the outcast was happy to do and, in 1738, was 
personally received by the cordial King, who imme- 
diately made him a reader and pensioned him with 
enough money for his immediate needs. Once more 
there was time to write, and directly there appeared 
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the Mémoire sur la Dysenterie and the Systéme 
d’Epicure. No longer hunted, he had time for 
leisurely conversation and banter with the court 
savants, d’Argens, d’Algarottis, and Voltaire among 
others. With the last, little love was lost. Probably 
each of the two men was jealous of the other’s sup- 
posed influence with the Emperor. 

Just what is the essence of his philosophical works? 
Today we get no spinal thrills at his ideas, as they 
are openly accepted, or at least tolerated, by the 
majority of our generation. “However, his ideas were 
diametrically opposite to the harsh, metallic minds 
and the generally accepted ideas of his day. It was 
heresy to have a man “prove”’ to his own satisfac- 
tion at least, and in print where all might see and 
read, the fact that ‘‘nature was amoral,” as well as 
to state loudly, “Why should one believe in a provi- 
dential nature? We have not one proof; the greatest 
chance favors the contrary opinion.”’ Authors of such 
ideas were dangerous to State and Church, and they 
should be immediately and completely destroyed 
and uprooted. So argued those who wore the royal 
crowns and cardinal caps. La Mettrie was first a 
true “doctor of observation,” and although for this 
trait he openly acknowledges his debt to Boerhaave, 
he had the courage to go on and to take up Cartesian 
materialism and apply it without qualifications to 
the human body. He favors frank atheism, for the 
Frenchman believes that the existence of God has 
been unproved and is practically non-important for 
our existence. Argument from design becomes 
ineffective against the hypothesis of mechanical 
causality. ‘‘Man is so complicated a machine that 
it is impossible to get a clear idea of the machine 
beforehand and hence impossible to define it.” 
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It was an ironical twist of fate that two of the 
things of which he was really passionately fond, the 
practice of medicine and his gastronomic athletics, 
were to be the immediate causes and reasons for his 
death. The accounts of the final illness vary some- 
what in detail, but it seems that La Mettrie, on a 
bet, gulped down an entire pheasant pastry pie, 
after a many-course banquet at the house of MiLord 
Tyrconnel, the English ambassador at Berlin. 
Shortly after this awe-inspiring feat, the King’s 
Reader was seized with what appeared to be 
botulism, an outcome not surprising when one reads 
a description of this “snack of pastry,” for it was 
made of “eagle disguised as pheasant, which had 
arrived from the North, with plenty of bad lard, 
pork hash, and ginger in it....’’ At any rate, the 
attending German physicians advised purges. To 
this the sick man violently disagreed. ‘Bloodletting 
was the procedure of choice here,’’ he gasped be- 
tween cramps, and ordered repeated venesections. 
Reluctantly they complied with his wishes and the 
Frenchman was bled no less than eight times. - 

At the moment of death, an Irish priest, a Father 
MacMahon, chaplain of the Ambassador, desired to 
convert La Mettrie and elbowed his way into the 
death room. The dying man would have nothing to 
do with him, but the Father persisted in sitting 
down and waited expectantly by his bedside. To 
quote Carlyle again: “La Mettrie in a twinge of 
agony cried out, ‘Jesus Marie!’ ‘Ah, vous voila 
enfin retourné a ces noms consolateurs,’ exclaimed 
the Irishman. To which La Mettrie answered, in 
polite language, to the effect ‘Bother you!’ and 
expired a few minutes after... .” 

J. THORNWELL WITHERSPOON, M.D. 


N 
IssvuE 
The 
med., 
Con 
Survin 
méd., 
The 
New ' 
One 
childr 
méd., 
Fib 
R. E. 
Tre 
port 
Tot 
Hero] 
neuro 
12: 
Lig 
bosis. 
Th 
G. A 
Ga 
SHEB 
Mc 
the 
poror 
méd. 
Th 
glanc 
lange 
Mi 
Pour 
med. 
Tr 
Bari 
23:7 
Ad 

J. de 
Ne 
Stor 
TI 
nom: 
usw. 
Ts 
Oph 
At 
maxi 
1937 
EI 
J.G 
D 
mok 


Head 


The lacunar changes in the skull. L. Gattrr. Radiol. 
med., 1937, 243 399. 

Congenital absence of the cranial cavity in a newborn. 
Survival and technique of repair. G. RoByNn. Bruxelles- 
méd., 1937, 17: 1035. 

The sequel of head injury. I. Srrauss and N. Savitsky. 
New York State J. M., 1937, 37: 1181. 

One hundred and nine cases of fracture of the skull in 
children. SORREL, and Gicon. Presse 
méd., Par., 1937, 45: [385] 

F ibrocystic disease yg the frontal bone (Paget’s osteitis). 
R. E. Wricat. Brit. J. Ophth., 1937, 21: 364. 

Treatment of carotid artery-cavernous sinus fistula. Re- 
port of acase. J. Brower. Arch. Ophth., 1937, 18: 95. 

Total thrombosis of the lateral sinus and of the torcular 
Herophili. C. M. Emmrant and F. Farjat. Rev. oto- 
neuro oftalmol. y de cirug. neurol. Sud-Americana, 1937, 
12: 135. 

Ligation of internal jugular vein in lateral sinus throm- 
bosis. J. N. Novick. Laryngoscope, 1937, 47: 325. 

The operative correction of acquired facial asymmetry. 
G. AXHAUSEN. Deutsche Ztschr. f. Chir., 1937, ~~ 335 


Gangrene of face produced by ne E. M. 
SuEBESTA. Radiology, 1937, 20: 

Morphological, physiological, a clinical researches on 
the mandibular meniscus; habitual dislocation and tem- 
poromaxillary cracking of the j jaw. X. J. DuBEca. oe 
méd. de Bordeaux, 1937, 114: 125 

The differential diagnosis of of the 
glands exclusive of tumors. G. SCHREIWEIS. 1936: Er- 
langen, Dissertation. 


Mixed tumor of the submaxillary gland. E. Lamas- © 


Povey and A. Pou bE Santraco. Arch. uruguayos de 
med., cirug. y especial., 1937, 10: 633. 

Traumatic cyst in the mandible. C. J. Smirg and A. A. 
Barrows. Internat. J. Orthodontia & Oral Surg., 1937, 
23: 748. 

Adamantinomas of the inferior maxilla. R. JAULAIN. 
J. de méd. de Bordeaux, 1937, 114: 693. 

Neurinoma of the lower jaw. K. ZILKENS. Ztschr. f. 
Stomatol., 1937, 35: 461. 

The technique of radical operation for advanced carci- 
noma of the lower jaw. W. MENNINGER. Deutsche Zahn- 
usw. Heilk., 1937, 4: 196. 

Eye 

Tarsorrhaphia medialis vera. N. I. Saimxin. Brit. J. 
Ophth., 1937, 21: 343. 

Mtrophy (coloboma) of the lower eyelids, ears, and lower 
maxilla, A. VAN Lrntand P. HENNEBERT. Bruxelles-méd., 
1937, 17: 1065. 

Effect of cysteine hydrochloride on the conjunctiva. 
J. G, Bettows. Arch. Ophth., 1937, 18: 76. 


poisoning in relation to ophthal- 
. DE Grész. Am. J. Ophth., 1937, 20: 700. 


mology. S. 


BIBLIOGRAPHY of CURRENT LITERATURE 


NotE—TuE Boip FACE FIGURES IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF THis 
IssUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May BE Founp. 


SURGERY OF THE 


465 


HEAD AND NECK 


Metastatic panophthalmitis from pyogenic cutaneous 
infections. J. Lavat. Arch. Ophth., 1937, 18: 104. 

Retrobulbar neuritis in pellagra. M. Fre and G. S. 
LacuMan. Am. J. Ophth., 1937, 20: 708. 

Cellular culture of trachomatous pannus with the pres- 
ence of Rickettsia. L. Poterr. Presse méd., Par., 1937, 


5: 800. 

The visual ravages of trachoma. H. S. GrApLE and 
W. vE Francois. J. Am. M. Ass., 1937, 109: 253. 

A note on diastolic pressure and glaucoma. I. Hart- 
SHORNE. Am. J. Ophth., 1937, 20: 724. 

Use of sucrose preparatory to surgical treatment of glau- 
coma: a preliminary report. E. W. Dyar and W. B. 
Matrtuew. Arch. Ophth., 1937, 18: 57. 

Intra-orbital chordoma ina child of three years. ARGAUD, 
Gorse, and CaLmette. Ann. d’anat. path., 1937, 14: 410. 

Surgery of the leprous eye. F. J. PINKERTON. Am. 5. 
Ophth., 1937, 20: 715. 

Pathogenesis of exophthalmos. E. B..SPAETH. 
Arch. Ophth., 1937, 18: 107 

Acute dacryo-adenitis in to the Morax-Axenfeld diplo- 
bacillus. R. E. Wricut and K. K. N. Rao Banwapur. 
Brit. J. Ophth., 1937, 21: 367. 

Dacryocystorhinostomy. R. E. Wricnt. Lancet, 1937, 
233: 250. 

The accurate localization of foreign bodies in the eyeball. 
C. J. McCuttoucn. Pennsylvania M. J., 1937, 40: 852. 

Corneal dystrophies (types). R. von DER Hrypt. Am. 
J. Ophth., 1937, 20: 738. 

Embryotoxon cornee posterius Axenfeld: review of the 
literature and report of a case. F. BLocu. Arch. Ophth., 
1937, 18: 68. 

Lundsgaard’s modification of Holth’s iridencleisis. K. W. 
ConsTANTINE. Am. J. Ophth., 1937, 20: 728. 

Gonioscopy of the surgical colobomas of the iris. M. P. 
Sotanes. Am. J. Ophth., 1937, 20: 731. 

The etiology and treatment of convergent concomitant 
strabismus. E. B. ALABASTER. Irish J. M. Sc., 1937, 138: 
240. 

Recent views of senile cataract. S. R. Girrorp. J. Iowa 
State M. Soc., 1937, 27: 279. 

Secondary cataract, with ‘particular reference to trans- 
parent globular bodies. A. Cowan and W. E. Fry. Arch. 
Ophth., 1937, 18: 12. 

A case of opacities of the vitreous observed for twenty 
_—_ after sclerocorneal trephining. G. E. HENTON and 

G. H. C. Henton. Arch. Ophth., 1937, 18: 103. 

“Atrophic recession of the lamina cribrosa. 
Brit. J. Ophth., 1937, 21: 361. 

Repair of choroidal detachment: report of a case. L. 
Borman. Arch. Ophth., 1937, 18: 65 

Burning; a symptom of vertical phoria. L. Boruman. 
Am. J. Ophth., 1937, 20: 740. 

The hypophysis and the retina. J. Liy6 Pavia and 
M. O. Binecarn. Rev. oto-neuro oftalmol. y de cirug. 
neurol. Sud-Americana, 1937, 12: 129. 

Angliogliosis retine with report of two cases. I. Czu- 
kRASz. Brit. J. Ophth., 1937, 21: 368. 


A. C. RED. 


466 


Retinal detachment due to allergy: report of a case. 
L. H. Prewitt. Arch. Ophth., 1937, 18: 73. 

The prognosis in papilledema. G. Hotmes. Brit. J. 
Ophth., 1937, 21: 337- 

Suggestions for prevention of ocular and aural sequele 
of meningococcic meningitis. W. P. EacLeton. Arch. 
Ophth., 1937, 18: 46. 

Subconjunctival injection of Pregl’s iodine in ocular 
infections. C. D. F. JENSEN. Northwest Med., 1937, 
36: 247. 

Tumor of the optic chiasm and optic nerves: report of 
acase. J. M. Levirr. Arch. Ophth., 1937, 18: gt. 

A sketch of the early days of ophthalmology in Phila- 
delphia. B. Caance. Arch. Ophth., 1937, 18: 23. 

Human autonomic pharmacology: IX. Effect of choli- 
nergic and adrenergic drugs on the eye. A. MYERSON and 
W. Tuav. Arch, Ophth., 1937, 18: 78. 

Hypersensitivity to pontocaine: report of a case. R. L. 
PFEIFFER. Arch. Ophth., 1937, 18: 62. 

Ophthalmic trephine scissors. J. E. Martin. Brit. J. 
Ophth., 1937, 21: 377- 

The Souter tonometer. F. H. Vernoerr. Am. J. Ophth., 
1937, 20: 720. 

Ophthalmic surgery among the Chinese, with a brief 
study of 1,000 cases. F. S. Tsanc. Chinese M. J., 1937, 
52: 53- 

Ear 


Animal investigations. Behavioral, electrical and ana- 
tomical studies of abnormal ears. H. Davis, S. Dworkin, 
M. H. Lurte, and J. Katzman. Laryngoscope, 1937, 47: 


5. 

Animal investigations. An experimental study of the 
neural mechanism of hearing. W. Hucnson, E. THompson, 
and E. G. Wirt1nc. Laryngoscope, 1937, 47: 480. 

The nerve deafness. F. H. Lewy. Laryngo- 
scope, 1937, 47: 

Pathology of + organ of Corti. M. H. Lurie. Laryngo- 
scope, 1937, 47: 418. 

The diagnosis of nerve deafness. S. J. Crowe. Laryngo- 
scope, 1937, 47: 492. 

Comments on the physiology of hearing and the anat- 
yeh of the inner ear. S. R. Gutxp. Laryngoscope, 1937, 
47: 

ae psychological aspects of deafness. P. PIKER. 
Laryngoscope, 1937, 47: 499. 

Central auditory pathways to the temporal lobes. J. C. 
Hinsey. Laryngoscope, 1937, 47: 378. 

The perilymphatic and endolymphatic systems. N. J. 
Anson. Laryngoscope, 1937, 47: 395- 

The pathways of commen from the ear. M. F. Jones. 
Laryngoscope, 1937, 47: 

Postauricular fistula. R a Asutey. Ann. Otol., Rhinol. 
& Laryngol., 1937, 46: 477. 386 

Osteomyelitis of the atlas and axis followi ing middle ear 
diseases. F. Nrncer. Cas. lék. éesk., 1936, p. 1296. 

The sensory endings in the cochlea. R. LoRENTE DE No. 
Laryngoscope, 1937, 47: 373- 

Animal investigations. Topography of the acoustic sys- 
tem in cochlea and medial geniculate bodies. E. A. CULLER. 
Laryngoscope, 1937, 47: 448. 

Animal investigations. Animal experiments on the mech- 
anism of the acoustic irritation in the cochlea. H. G. 
Kosrak. Laryngoscope, 1937, 47: 453- 

Animal investigations. The origin of cochlear potentials. 
J. A. E. Eyster, T. H. Bast, and M. R. Krasno. Laryngo- 
scope, 1937, 47: 461. 

Petrous apex suppuration involving the carotid canal and 
causing a Horner’s syndrome. M. C. Myerson. Laryngo- 
scope, 1937, 47: 345. 


INTERNATIONAL ABSTRACT OF SURGERY 


Direct versus intermediate pathways in infections of the 
mastoid. L. G. Hapjopoutos and J. W. Bett. Arch. 
Otolaryngol., 1937, 25: 601. [386] 

Bilateral acute mastoiditis with many complications— 
recovery. M. D. HEeNLEy. J. Oklahoma State M. Ass., 
1937, 30: 247. 

Suppuration in the petrous temporal in mastoiditis. I. 
GuTTERIDGE. Med. J. Australia, 1937, 1: 916. 

Indications for mastoid trepanation. J. A. RAMADIER 
and H. Gurion. Ann. méd.-chir., Par., 1937, 2: 113. 

The pathogenesis of otogenous cerebellar abscess. C. B. 
CourvILte and J. M. Nretsen. California & West. Med., 
1037, 47: 20. 

Methods used in treating meningitis secondary to in- 
fections of the ears and sinuses. J. B. Neat, H. W. Jacx- 
son, and E. APPELBAUM. Laryngoscope, 1937, 47: 317. 

A new device—the eustachian tubometer. M. M. Karka. 
Laryngoscope, 1937, 47: 354- 

Viewpoint of the physicist. 
scope, 1937, 47: 380. 

The New York Meningitis Committee of the American 
Otological Society. T. J. Harris. Laryngoscope, 1937, 
47: 315. 


H. FretcHer. Laryngo- 


Nose and Sinuses 


Correction of depressed deformities of the external nose 
with rib graft. L. CoHeN. South. M. J:, 1937, 30: 680. 

Chronic sinusitis. F. W. Davison. Pennsylvania M. J., 
1937, 40: 821. 

The pathways of infection from the paranasal sinuses. 
R. Kramer. Laryngoscope, 1937, 47: 304. 

A foreign body in the maxillary sinus. M. G. PrIsant 
and N. P. ANDREENKO. Vestnik khir., 1936, 44: 289. 

Operative procedures of the nose for cosmetic purposes. 
C. von WEDEL. J. Oklahoma State M. Ass., 1937, 30: 249. 


Mouth 


Radiation treatment of epithelioma of the lip. W. C 
Har. Am. J. Roentgenol., 1937, 38: 116. 

Xeroderma pigmentosum with carcinoma of the lower 
lip in two brothers aged sixteen and thirteen years. E. T. 
Bett and T. P. Rotunem. Am. J. Cancer, 1937, 30: 574. 

A cleft palate repair technique affording better speech 
results. V. B. Hystop. Wisconsin M. J., 1937, 36: 540. 

Suture technique for cleft palate. K. E. HeRtYN. Beitr. 
z. klin. Chir., 1937, 165: 276. 

Hemangioma of the soft palate. Case report. B. L. 
Bryant. Laryngoscope, 1937, 47: 352. 

Mixed salivary gland tumors of the palate. R. Sricu. 
Zentralbl. f. Chir., 1937, p. 770. 

‘Gangrenous stomatitis, with special reference to sub- 
tertian malaria as an etiological factor. Z. U. ZEE and 
R. M. Paty. Chinese M. J., 1937, 52: 95. 

The clinic and —— ofnoma. T. M 
khir., 1936, 44: 20 

The teeth and neck, Rae J. Dusecg. J. de méd. de 
Bordeaux, 1937, 114: 

Accidents of labor dons a dental standpoint. M. E. VAN 
TuemscHeE and E. Vieminca. Bruxelles-méd., 1937, 17:952. 

Ranula and syphilis. M. Tsuzuxr. Am. j. Surg., 1937; 
39: 127. 

Primary tuberculosis of the tongue. W. F. Marty. 
South. M. & S., 1937, 99: 348. 


. SoBOL. Vestnik 


Pharynx 


Pharyngo-esophageal diverticulum. F. H. Laney and 
W. B. Hoover. New England J. Med., 1937, 216: 305) 


] 
Pei 
] 
anc 
18: 
I 
oris 
by 
Chi 
thy 
103 
for 
fact 
Bal 
A 
Lan 
i; 
hipy 
| Eng 
Cc 
Bi 
P 
| Virg 
i T 
H 
Gyn 
i oO 
i prat 

| 
| Tl 
Al 
pneu 
STOR 
Se 
BARI 
M 
| Proc 
In 
K.£ 
Re 
HEA 
As 
arzt, 
A 
absce 
Ass. 
Re 
tion. 
Berli 
Ck 
ASED 
Br 
Prax 
Isc 
mor. 
d. ho 


y and 


(387 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Retropharyngeal abscess in children. H. DinTENFAss. 
Pennsylvania M. J., 1937, 40: 817. 

Epithelial changes by roentgen treatment of pharyngeal 
and laryngeal cancer. O. SaNDsTROM. Acta radiol., 1937, 
18: 516. 


Neck 


Filiform drainage in infections of the neck of dental 
origin. X. J. DuBecg. J.deméd. de Bordeaux, 1937,114: 700. 

So-called anterior scalenus syndrome and its treatment 
by geo C. HENSCHEN and H. HEvsseEr. 
Chirurg, 1937, 9: 

The volume of = follicle in the normal human oe 
thyroid oo H. B. Stern. South African J. M. 
1937, 2: 

The basic factors involved in proposed electrical methods 
for measuring thyroid function. II. Resistance and Q- 
factor in relation to sex and physical confirmation. A. 
BarNetr. West. J. Surg., Obst. & ae ee 1937, 45: 380. 

A study of oo in London. A. Lewts and others. 
Lancet, 1937, 233: 

Liver function in “hyperthyroidism as determined by the 
hippuric acid test. E. C. BARTELS and H. J. Perkin. New 
England J. Med., 1937, 216: 1051. 

Conservative and operative treatment of thyroid diseases. 
B. BREITNER. Muenchen. med. Wchnschr., 1937, 1: 410. 

Present day trends in thyroid surgery. H. A. PATTERSON. 
Virginia M. Month., 1937, 64: 188. 

Thyroidectomy in non-thyrotoxic heart disease. J. 
Lewis. Irish J. M. Sc., 1937, 137: 205. 

Hemostasis in M. Norpianp. Surg., 
Gynec. & Obst., 1937, 65: 7 

Objections to Pret na in the treatment of arterial 
hypertension. E. Greppt. Policlin., Rome, 1937, 44: sez. 
prat. 1247. 


SURGERY OF THE 


Brain and Its Coverings, Cranial Nerves 


The water-binding of the brain. J. A. VAN HEUVEN and 
P. F. Fiscuer. Brit. J. Ophth., 1937, 21: 352. 

Alterations of the cerebrospinal fluid subsequent to 
pneumo-encephalography. R.S. ScHwas and T. J. C. von 
StorcH. New England J. Med., 1937, 217: 21. 

Sequel of craniocerebral trauma of infancy. P. Lom- 
BARD. Mém. !’Acad. de chir., Par., 1937, 63: 678. 

Mental disorder following head injury. C. P. Symonps. 
Proc. Roy. Soc. Med., Lond., 1937, 30: 108r. 

Injury to the cerebral cortex with uninjured membranes. 
K. LENGGENHAGER. Helvet. med. Acta, 1936, 3: 813. 

Roentgenological findings in intracranial lesions. C. H. 
Heacock and N. Gorren. South. M. J., 1937, 30: 674. 

Astrocytoma of the central gyrus. Hem. Deutsche Mil. 
arzt, 1937, 2: 107. 

A case of subacute bacterial endocarditis with brain 
abscess. D. L. and M. Canadian M. 
Ass. J., 1937, 373.5 

Rapid histological diagnoses of brain tumors at opera- 
tion. K. J. ZuELcH. 61. Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1937. 

Chronic subdural hematoma. M. ZEHNDER and A. 
AsEeNnJO. Rev. méd. de Chile, 1937, 65: 297. 

Brain tumor children. W. Kinderaerztl. 
Prax., 1937, 8: 9 

Isolated ich of long duration in intracranial tu- 
mor. RIsER, BEcQ, and GérAup. Bull. et mém. Soc. méd. 
d. hop. de Par., 1937; 53: 680. 


467 


Pathological anatomy and pathogenesis of goiters. A. E. 
Brancut. An. Fac. de ciencias med., 1937, 1: 63. 

The goiter problem. E. BrrcHER. 1937: Dresden and 
Leipzig, Steinkopff. 

Lingual goiter and hypothyroidism. P. Satnton, G. 
ArpOIN, and P. FRANKFURT. Presse méd., Par., 1937, 45: 

Epidemic goiter. W. G. Scutpatscnorr. J. internat. 
Chir., 1937, 2: 157. 

Conservative and surgical treatment of goiter. B. BREIT- 
NER. Wien. med. Wchnschr., 1937, 1: 340. 

The histology of the Danzig-Basedow goiter, with par- 
ticular reference to the parallelism between the clinical and 
histologic picture and the effect of iodine. G. NEUMEYER. 
Beitr. z. klin. Chir., 1937, 165: 283. 

Pre-operative treatment of Basedow’s disease. O. ORTH. 
Zentralbl. f. Chir., 1937, p. 682. 

The treatment of exophthalmic goiter. P. Savy. Presse 
méd., Par., 1937, 45: 723. 

Experience based upon 7,500 goiter operations. K. Ur- 
BAN. Wien med. Wchnschr., 1937, 1: 201, 230. 

Myxedema following removal of a lingual goiter. P. 
Satnton, G. ARDOIN, and P. FRANKFURT. Bull. et mém. 
Soc. méd. d. hop. de Par., 1937, 53: 403. 

Minute oxyphil adenoma of the parathyroid associated 
with calcium deposits in the kidney. B. CHown. Canadian 
M. Ass. J., 1937, 37: 16. 

Postoperative parathyroid tetany. N. W. Swinton. 
New England J. Med., 1937, 217: 165. 

Effects of the transplantation of os purum in the 
treatment of postoperative parathyroprival tetanus. R. 
LericnE, A. JUNG, and A. Hovor. J. de chir., 1937, 49: 
657. 
Care of the vocal cords in singers and speakers. M. REEs. 
Brit. M. J., 1937, 2: 208 


NERVOUS SYSTEM 


Hemiplegia from brain tumors and especially from tu- 
mors of the hemispheres. J. A. CHAVANY and A. PLaca. 
Presse méd., Par., 1937, 30: 560. [388] 

Tumor of the brain with normal encephalogram. N. 
SAvitsky and M. B. BENDER. Am. J. M. Sc., 1937, 1094: 


96. 

Subtentorial tumors. W. T. Coucutrn. South. M. J., 
1937, 30: 665. 

Tumors of the base of the brain: their relation to patho- 
logical sleep and other changes in the conscious state. L. B. 
Cox. Med. J. Australia, 1937, 1: 742. 388 

Intrapontile tumors: a clinico-pathological study. J. 
SAGEBIEL. Ohio State M. J., 1937, 33: 760. 

Parasellar tumors. R. CARRILLO. Semana méd., 1937, 
44: 1245. [ 

Tumors of the third ventricle from the viewpoint of 
clinical surgery. A. FERNANDEZ SARALEGUI. Arch. argent. 
de neurol., 1936, 15: 117 [389] 

The treatment of se stalk tumors by evacua- 
tion and irradiation. R. C. CARPENTER, G. W. CHAMBER- 
tin, and C. H. Frazier. Am. J. Roentgenol., 1937, 38: 
162. 

The clinical picture of bacterial meningitis with particu- 
lar reference to its changing phases. S. J. Koprrzky. 
Laryngoscope, 1937, 47: 301. 

Aseptic meningitis following operation for cholesteatoma 
of the brain. W. Krirc. Zentralbl. f. Neurochir., 1936, 
79. 

Pachymeningitis hemorrhagica interna in adults. STrEDA. 
Zentralbl. f. Chir., 1936, p. 3002. 


| | 
1. 
6 

E. 
ER 
B. 
n- 
K- 
cA. 
‘an 
375 
ose 
J., 
Ses. 
ses. 
249. 
| 

i 
vet | 
.T. 
574 
eitr. 

ICH. 
sub- 
and 

stnik 
1. de 
VAN 4 
£952. 
1937) | 
RTIN. 


468 


Differential diagnosis of extra-otitic meningitis. E. D. 
FRIEDMAN. Laryngoscope, 1937, 47: 311. 

Two cases of streptococcic meningitis treated successfully 
with sulfanilamide and prontosil. M. H. WEINBERG, R. R. 
MELLON, and L. E. Sunn. J. Am. M. Ass., 1937, 108: 
1948. [389] 

Encephalomeningocele of the auditory passages. O. 
Voss. Zentralbl. f. Chir., 1936, p. 2712. 

What nervous and vascular disturbances are relieved by 
A. T. 10? F. Hotz. Med. Welt, 1937, p. 172. 

Surgery of the intracranial optic passages. G. M. 
Fastantand G. B. BELLont. Arch. ital. dichir., 1936, 44: 660. 

Trigeminal neuralgia. W. J. GARDNER. Cleveland Clin. 
Quart., 1937, 4: 165. 

Trigeminal neuralgia and its surgical treatment. Vestnik 
khir., 1936, 44: 34. 

Tumor of the gasserian ganglion. M. GuERVARA OrRo- 
pesa. Arch. Neurol. & Psychiat., 1937, 1: 24. 

Operation for recurrent trigeminal neuralgia. FREUND. 
Zentralbl. f. Chir., 1936, p. 2691. 

Surgery of the trigeminal and facial nerves. 
Docuiorti. Arch. ital. di chir., 1936, 44: 667. 


M. A. 


Spinal Cord and Its Coverings 


Syringomyelia treated by x-ray. M. B. RappInc and 
J. A. ForestIeErE. New York State J. M., 1937, 37: ig 4 

Non-parasitic extradural cyst of the spinal canal. Ss. 
B. Ketty. Lancet, 1937, 233: 13 

A case of epichordal = N. Anporr, G. 
BERGMARK, and N. GELLERSTEDT. Upsala likaref. firh., 
Haft. 5/6 1936/37, 42: 363. 


Peripheral Nerves 


A discussion on injuries of the peripheral nerves. H. 
Pratt, Str R. S. Woops, and F. H. BENTLEY. Proc. Roy. 
Soc. Med., Lond., 1937, 30: 863. [390] 

Compression of the sixth cervical root due to herniation 
of a polypous nucleus. A. CHTASSERINI. Policlin., Rome, 
1937, 44: Sez. prat. p. 1072. 

Voluminous neurinomas of the right lumbar fossa. P. 
BarBEt and J. Leser. Bull. et mém. Soc. d. chirurgiens 
de Par., 1937, 29: 247. 


SURGERY OF 


Chest Wall and Breast 


Intercostal —puaea hernias. A. P. Popov. Vestnik 
khir., 1936, 44: 

Fractures of die first rib. Katser. Zentralbl. f. Chir., 
1936, p. 2992. 

Stimuli which influence the secretory action of the 
breast. M. Repetti. Atti d. Soc. ital. ostet. e ginec., 1937, 
33: 88. 

Massive puberty hypertrophy of the breasts. J. A. 
Garnes. Am. J. Obst. & Gynec., 1937, 34: 130. 

Tuberculosis of the breast. V. A. BATASHEV. Vestnik 
khir., 1936, 44: 281. 

Ovarian hormones in the etiology of cystic mastitis. P. 
Lyvraca. Clin. chir., 1937, 13: 291. 392 

Diagnostic excision of the female breast. E. MoEL- 
L1nG. Beitr. z. klin. Chir., 1937, 165: 192. [392] 

Early differential diagnosis of cee tumors. A. C. 
Scott. Texas State J. M., 1937, 33: 21 

Cancer of the breast. D. GuTarte pe W. F. SHEPHERD. 
Pennsylvania M. J., 1937, 40: 826. 


INTERNATIONAL ABSTRACT OF SURGERY 


Osseous changes in Recklinghausen’s neurofibromatosis. 
F. NORGAARD. Acta radiol., 1937, 18: 460. 

Successful primary nerve suture in severely infected 
wounds. L. SEmrrert. Zentralbl. f. Chir., 1936, p. 1890. 


Sympathetic Nerves 


Differential diagnosis of suppurative meningitis caused 
by paranasal sinus disease. With some prophylactic meas- 
ures. C. J. IMPERATORI. Laryngoscope, 1937, 47: 306. 

Comparative circulatory effects of high and low sympa- 
thectomies. Use of physiological and therapeutic know]- 
edge. R. Fontarne, A. Hovor, and J. Dos Santos. Lyon 
chir., 1937, 34: 257. 

Resection of the splanchnic nerves in essential hyper- 
tension. G. GuADAGNO. Rassegna internaz. di clin. e 
terap., 1937, 18: 418. 

Experiments for a surgical cure of diabetes mellitus. LV: 
Bilateral resection of the splanchnic nerves. P. Lyvraca. 
Clin. chir., 1937, 13: 253. [390} 

Muscle- splitting extraperitoneal lumbar ganglionectomy. 
F. L. Peary. Surg., Gynec. & Obst., 1937, 65: 107. 

Results of removal of the stellate ganglion for traumatic 
facial paralysis. J. A. Cartro. An. Inst. Modelo Clin. 
méd., 1936, 16: 515. 

Surgery of the lumbosacral sympathicus. B. BRAEUCKER. 
Verhandl. d. 10. Kong. internat. Ges. Chir., 1936, 2: 23. 

3 


Lumbar sympathectomy for intermittent claudication. 
J. Drvis. Cas. lék. éesk., 1936, p. 1677. 

Surgery of the sympathetic system. J. Govaerts. 
Bruxelles-méd., 1937, 17: 1025. 

The effect of sympathectomy on peripheral vascular 
disease. G. DE Takats. Surgery, 1937, 1: 46. 


Miscellaneous 


= paralysis. R. GREEN. Med. J. Australia, 1937, 
1: 9077 

The surgical treatment of spastic paralysis. 
Royte. Med. J. Australia, 1937, 1: 979. 
A new operation for the control of pain. JAUREGUI and 
Diez. Bol. y trab. Soc. de cirug. de Buenos Aires, 1937, 
21: 176. 


N. D. 


THE THORAX 


On the etiology of cancer of the mamma in the mouse 
and in man. W. Cramer. Am. J. Cancer, 1937, 30: 


18. . 

The value of a “functional test” in selecting material for 
a genetic study of mammary tumors in mice and rats. 
H. J. BacG and J. JacKsEN. Am. J. Cancer, 1937, 30: 530. 

The age distribution of 1250 spontaneous carcinomas of 
the mammary gland in female mice of the A strain. L. C. 
Srronc. Am. J. Cancer, 1937, 30: 527. 

Intracystic papilloma and papillocarcinoma of the breast. 
J. G. Dees and H. C. Scumetsser. South. M. J., 1937, 
30: 690. 

The menopausal age in women with cancer of the breast. 
I. Y. Oucu. Am. J. Cancer, 1937, 30: 563. 

Paget’s disease of the breast in a male, and associated 
cancer and tuberculosis of the breast in a female. J. 
OKINEzyc. Mém. |’Acad. de chir., Par., 1937, 63: 685. 

Indications for different treatments of cancer and of 
precancerous conditions of the mammary gland. H. 
RusBens-Dvuvat. Bull. et mém. Soc. d. chirurgiens de Par., 
1937, 29: 178. [393] 


205 | 
1937 
V 
of t 
‘ Par. 
V 
the 
de I 
Si 
the 
the 
Mal 
de I 
R 
preg 
gyn 
O 
in t] 
Vir 
1 
Ves 
8 S 
mec 
A 
occl 
Are 
the 
98 
S 
~ 
E 
R.! 
A 
mel 
298 
Sta 
a 
aml 
193 
A 
of 
Arc 
Ww. 
A 
fort 
A 
Bo: 
cop 
reft 
PAY 
I 
Ves 
7 
193 
( 
me 
M. 
mo 
Sia 


The treatment of breast cancer, a preliminary report of 
205 cases. T. G. ORRand G. M. Tice. J. Kansas M. Soc., 
1937, 38: 287. 

Various treatments of cancer and of precancerous states 
of the breast. HAuTEFort, Dupuy DE FRENELLE, and 
DIAMANT-BERGER. Bull. et mém. Soc. d. chirurgiens de 
Par., 1937, 29: 203. 

Various treatments of cancers and precancerous states of 
the breast. J. Lanos. Bull. et mém. Soc. d. chirurgiens 
de Par., 1937, 29: 227. 

Secondary multiple neoplasia of bone following cancer of 
the breast. Considerable functional amelioration through 
the use of teleroentgen-ray therapy. F. TréMotéREs, L. 
MALtet, and J. CARREZ. Bull. et mém. Soc. méd. d. hop. 
de Par., 1937, 53: 691. 

Radiumtherapy for cancer of the breast developed during 
pregnancy. P. LeHMANN. Compt. rend. Soc. frang. de 
gynéc., 1937, 7: 95. 


Trachea, Lungs, and Pleura 


Observations in the management of 164 foreign bodies 
in the air and food passages. E.G. Gittand J. A. PILCHER. 
Virginia M. Month., 1937, 64: 201. 

Traumatic asphyxia. A. ZEBoLp and S. FELDMANN. 
Vestnik khir., 1936, 43: 206. 

Spontaneous hemopneumothorax. 
med., 1937, 53: 638. 

Artificial maintenance of circulation during experimental 
occlusion of the artery. J. H. Grppon, Jr. 
Arch. Surg., 1937, 34: 11 [394] 

Irrigation of the ‘thbee g for morbid conditions arising 
therein. W. F. A. Scuutrz. J. Missouri State M. Ass., 
1937) 34: 229. 

Some notes on chest surgery in Canada and U. S. A. 
MitcHELL. New Zealand M. J., 1937, 36: 197. 

Bilateral tri-lobectomy: the report of a successful case. 
R. H. Overnott. J. Am. M. Ass., 1937, 109: 127. 

Artificial pneumothorax: a standard method of treat- 
ment. J. A. Myers and I. Levine. J.-Lancet, 1937, 57: 
298. 

Total pneumonectomy. S. O. FREEDLANDER. Ohio 
State M. J., 1937, 33: 760. 

Artificial pneumothorax: with particular reference to the 
ambulatory patient. J. A. Myers. J. Thoracic Surg., 
1937, 6: 513. 394 

A contribution to the study of the anatomical behavior 
of the heart in pulmonary collapse therapy. A. BIAsINI. 
Arch. ital. di chir., 1937, 45: 461. 

Death following phrenicectomy. D. A. Cooper and 
W. H. Ers. Am. J. M. Sc., 1937, 194: 19. 

Anterolateral thoracoplasty. A. G. CHIARIELLO. Ri- 
forma med., 1937, 53: 707. 

Anterolateral thoracoplasty. Monaldi’s operation. J. 
Bosst. Semana méd., 1937, 44: 1460. 

A control group for studying the end-results of thora- 
coplasty. An analysis of the course of those patients 
refusing operation. S. O. FREEDLANDER and S. E. WoL- 
paw. J. Thoracic Surg., 1937, 6: 477. [395] 

Extraction of a needle from the lung. G. T. PESCHANSKyY. 
Vestnik khir., 1936, 44: 87. 

The ee, of empyema. E. Makar. Magy. Orv., 
1937, 18: 4 

Cinical and reflections. XV. 


E. Pott. Riforma 


The treat- 


ment of acute pleuralempyema. W. J.Sruart. Edinburgh 
M. J., 1937, 44: 446. ; 

A contribution on closed and open intrapleural pneu- 
monolysis. Results in 111 and 29 cases, respectively. R. 
S. ANDERSON and J. ALEXANDER. J. Thoracic Surg., 1937, 
6: 502. [396] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


469 


Therapeutic extrapleural pneumothorax. HAUTEFEUILLE 
and DREYFUS-LE Foyer. Presse méd., Par., 1937, 45: 859. 

Two cases of spontaneous benign pneumothorax. E. 
Rist. Bull. et mém. Soc. méd. d. hop. de Par., 1937, 53: 
785. 
Fulminating laryngotracheobronchitis. A. YOUNGS 
and P. H. Wovutat. J.-Lancet, 1937, 57: 287. 

Purulent diseases of the lungs. V. Lavrov. Vestnik 
khir., 1936, 43: 230. 

Diagnosis of congenital cystic disease of the lung. S. G. 
Scuenck. Arch. Int. Med., 1937, 60: 1. 

A congenital pulmonary cyst in a nursling. Infection of 
the cyst in the course of an attack of measles. Progressive 
extension of the cyst simulating a chronic pneumothorax. 
R. Despre, J. Marte, M. Micnon, and S. Brnou. Bull. et 
mém. Soc. méd. d. hop. de Par., 1937, 53: 531. [397] 

A more critical choice and enlargement of indications for 
the surgical treatment of pulmonary tuberculosis. A. 
Brunner. Deutsche Ztschr. f. Chir., 1936, 247: 663. 

Bronchiectasis of the upper lobes. E. Liverant and N. 
Macno. Minerva med., 1937, 28: 461. ~ 

Bronchiectasis: its course and oe 
Brown. Med. J. Australia, 1937, 2 

The bronchoscopic treatment of Sreethibintnsie. M. 
Coutts. Med. J. Australia, 1937, 2: 45. 

Lung abscess. P. GOHMANN. 1936: Kiel, Dissertation. 

Incipient lung abscess. H. Qurnzan. Irish J. M. Sc., 
1937, 137: 200. 

Paravertebral abscess shadow simulated by carcinoma- 
tous opacity. L. Frompevaux. Ztschr. f. Orthop., 1937, 
66: 


Voluminous abscesses of the lower lobe of the left lung 
with purulent pleurisy. Autopsy. P. LANpE and P. 
DervILLée. J. de méd. de Bordeaux, 1937, 114: 633. 

The treatment of lung abscess by means of guaiacol 
intravenously: an analysis of twenty cases. C. H. NAm- 
MACK and A. M. TiBer. J. Am. M. Ass., 1937, 109: 330. 

Partial resection of the lower scapula as an aid in com- 
pressing apical tuberculous abscesses and in conserving 
vital capacity. E. Hotman. J. Thoracic Surg., 1937, 6 
490. [397] 

Pulmonary actinomycosis caused by an acid-fast species 
of actinomyces. N. E. Gotpswortay. J. Path. & Bacteriol., 
1937) 45: 17. 

Carcinoma of bronchus in a boy of nineteen. A. J. P. 
ALEXANDER. Brit. M. J., 1937, 2: 116. 

A new method of radium application in cancer of the 
bronchus. J. J. PRessMAN and C. K. Emery. Ann. Otol., 
Rhinol. & Laryngol., 1937, 46: 314. 

Cancer of the lung. Historical and medical aspects. 
W. M. Donan. J. Michigan State M. Soc., 1937, 36: 472. 

Bronchial and esophageal stenosis caused by cancer of 
the lung. E. SERGENT, M. FourestIer, and B. DuPERRAT. 
Ann. méd.-chir., Par., 1937, 2: 107. [398] 

Non-cancerous pulmonary condensations in cancer of the 
lung. P. AMEUILLE and J. Fauver. Bull. et mém. Soc. 
méd. d. hop. de Par., 1937, 53: 684. 

Primary carcinoma of the lung. J. C. Kenninc. J. 
Michigan State M. Soc., 1937, 36: 466. 

Primary carcinoma of the lung—pathology. O. A. 
Brines. J. Michigan State M. Soc., 1937, 36: 468. 

Primary cancer of the lung of lobar pseudotuberculous 
form; fatal cerebellar metastasis. A. GERMAIN, J. MAUDET, 
and A. Morvan. Bull. et mém. Soc. méd. d. hop. de Par., 
1937, 53: 779. 

Cancer of the lung with multiple early metastases. P. 
Jacos and J. Prron. Bull. et mém. Soc. méd. d. hop. de 
Par., 1937, 53: 573- 

Treatment of carcinoma of the lung. T. Leucutta. J. 
Michigan State M. Soc., 1937, 36: 470. 


INTERNATIONAL ABSTRACT OF SURGERY 


Heart and Pericardium 


The size of the living heart. J. H. Barrett. Brit. J. 
Radiol., 1937, 10: 564. 

Stab wound of the heart: operation; recovery. W. 
GissaNE and B. ScHULENBURG. Lancet, 1937, 233: 132. 

Kymography of a heart with calcified annulus fibro- 
sus (mitralis). C. G. SunpBERG. Acta radiol., 1937, 18: 
527 
- The roentgenological diagnosis of cardiac compression 
due to pericardial scar (adhesive pericarditis). E. FREED- 
MAN. Am. J. Roentgenol., 1937, 37: 739. [398] 

Experimental pericarditis. L. Carerj. Clin. chir., 1937, 
13: 305. 

Purulent pericarditis. R. H. Micks. Irish J. M. Sc., 
1937, 139: 300. 

Acute suppurative pericarditis. 
Lancet, 1937, 233: 79- 

Pericardial resection for constrictive pericarditis. R. 
PiccHer. Lancet, 1937, 232: 1323. 


J. W. MAcFaRLAne. 


Esophagus and Mediastinum 


Notes on the roentgen picture of the so-called esophagus 
lip. G. Jonsson. Acta radiol., 1937, 18: 452. [399] 
Simple non-sphincteric spasm of the esophagus. J. E.G 
McGrpson and J. H. Matuer. Lancet, 1937, 232: 1308) 


Esophageal obstruction—seventy-eight hospital cases. 
E. A. SunDE. New York State J. M., 1937, 37: 1197. 

Dilatation of the esophagus opposite lesions of Auer- 
bach’s plexus in the mega-esophagus. FERRARI. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1937, 21: 213. 


Dilatation of the esophagus compared with lesions of 
Auerbach’s plexus in megalo-esophagus. E. Erzex. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1937, 21: 131. 

Foreign bodies in the esophagus. J. Guisrz. Bull. et 
mém. Soc. de chirurgiens de Par., 1937, 29: 213. 

Mediastinal pleural effusion: four cases. F. G. Nicuo- 
Las and T. A. Fraser. Practitioner, 1937, 139: 83. 

Tumor of the posterior mediastinum diagnosed as a 
dermoid cyst. R. Lertcue. Lyon chir., 1937, 34: 168. 

Three cases of primary malignant tumor of the medi- 
astinum. M. Creyx and G. RInGeNBAcH. J. de méd. de 
Bordeaux, 1937, 114: 597. (400) 

A thymoma (adenoma of the thymus) from an unusual 
case of myasthenia gravis, with observations on the general 
pathology. E. H. Norris. Am. J. Cancer, 1937, 9 ti 

401) 


Miscellaneous 


Traumatic chylothorax from ruptured thoracic duct 
treated by intravenous injection of the aspirated chyle. 
E. H. Baversretp. J. Am. M. Ass., 1937, 109: 16. 

Three cases of diaphragmatic hernia. P. G. SHatTuNoy. 
Vestnik khir., 1936, 44: 40. 

Diaphragmatic hernia and associated conditions. J. H. 
Marks. Am. J. Roentgenol., 1937, 37: 613. 401) 

On hernia diaphragmatica retrosternalis. W. 
GreYeERz. Acta radiol., 1937, 18: 428. 


VON 
(402) 


Operation during the period of quiescence for congenital 
right hernia of the diaphragm. F. BENEDETTI-VALENTINI. 
Policlin., Rome, 1937, 44: sez. chir. 281. 

A contribution to the question of hiatus hernia. I. 
OEHLECKER. Deutsche Ztschr. f. Chir., 1936, a 

403) 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Patent urachus. W. P. Hergst. South. M. J., 1937, 30: 
711. 

Contusion of the abdomen; subcutaneous rupture of the 
abdominal wall. J. A. Prgurneta. Arch. uruguayos de 
med., cirug. y especial., 1937, 10: 625. 

True traumatic hernia of the right hypochondrium. 
Report of a case. P. V. Rupnitzky. Vestnik khir., 1936, 
44: 102. 

Excision of subcutaneous fat and implantation of a metal 
screen in the operative repair of large abdominal hernias. 
W. JABLONSKI. 1936: Basel, Dissertation. 

Chronic, undermining, burrowing ulcer of the abdominal 
wall. B. P. MuLLEN. Northwest Med., 1937, 36: 232. 

Hernia of the umbilicus. T. T. Butycrn. Vestnik khir., 
1936, 44: 59. 

Incarceration of hernia linea alba. M. M. Bas. Vestnik 
khir., 1936, 44: 64. 

Hernias of the linea spigeli. L. A. Opes. Vestnik khir., 
1936, 44: 40. 

The etiology of interstitial inguinal hernia. V. P. 
Levitsky. Vestnik khir., 1936, 44: 97. 

Truss for inguinal hernia difficult to reduce. G. Hesstnc. 
Muenchen med. Wchnschr., 1937, 1: 297. 

Dilatation of inguinal ring. Indications for surgical 
treatment. N.T. Kukupzanov. Vestnik khir., 1936, 44: 46. 
The injection treatment of inguinal hernia. R. 

BoeseEt. Colorado Med., 1937, 34: 487. 

Individualization or standardization of operation for 

inguinal hernia. S. M. Ruspaswov. Vestnik khir., 1936, 


44: 43. 


Eight explanatory figures of Baggio’s method in the 
radical cure of inguinal hernia. A. CATTERINA. Clin. chir., 
1937, 13: 343. 

Encysted hernia. F. TENeFr. Arch. ital. di chir., 1937, 
46: 106. 

The universal application of fascia in all hernias. M. 
BEHREND. Pennsylvania M. J., 1937, 40: 837. 

Adhesions of the peritoneum. F. pe Victorts-MeEport. 
Ann. ital. di chir., 1937, 16: 341. 

Persistent urachus and intraperitoneal dermoid cyst. G. 
RINTELEN. Zentralbl. f. Chir., 1937, p. 622. 

Cystic lymphangioma of the peritoneal cavity. J. 
Becker. Zentralbl. f. Chir., 1936, p. 2820. 

Generalized peritonitis of so-called genital origin in 
young girls. S. Tzovaru. Gynec. si obst., 1937, 11: 300. 

A contribution to the knowledge of the cause of death 
in experimental bile peritonitis. D. Divetta. Ann. ital. 
di chir., 1937, 16: 249. 

Tuberculous peritonitis. Genital tuberculosis. N. PA.a- 
Costa, A. Fausfa, and M. V. Farsfia. Semana méd., 
1937, 44: 1480. 

Enterococcic peritonitis following infected hemangioma 
of the jejunum. J. Levit. Cas. lék. éesk., 1936, p. 1673. 

The treatment of advanced purulent peritonitis. EF. 
Senet. Zentralbl. f. Chir., 1937, p. 637. 

Practical experience with the serum treatment of peri- 
tonitis. W. Scuuize. Zentralbl. f. Chir., 1936, p. 2968. 

Traumatic peritoneal irradiation with fatal shock. k. 
LoEWENTHAL. Wien. med. Wchnschr., 1936, 2: 1345. 

Experiences with surface anesthesia of the perito- 
neum in laparotomies. R. WEGENER. Muenchen. med. 
Wehnschr., 1937, 1: 342. [404) 


470 

G 
Am. 
T 
dise 
Mo: 
A 
gast 
pho 
A 
hist 
Dig 
C 
dise 
Me 
Bul 
193 
T 
The 
albt 
PA 
A 

A. 
cier 
em] 
R.. 
Roe 
1 
dur 
Ru: 
A 
A. ( 
Nui 
SAV 
T 
pyl 
P. 
T 
Ra’ 
209 
S 
Sur 
T 
met 
sez. 
2:8 
A 

W. 
recc 
193 

M. 
S 
Ha: 
Cle: 
G 
Fur 
R 
ulce 
Mic 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Gastro-Intestinal Tract 


Gastroscopy as a diagnostic procedure. E. B. FREEMAN. 
Am. J. Digest. Dis. & Nutrition, 1937, 4: 312. 

The importance of gastroscopy in the diagnosis of 
diseases of the stomach. M. Royer, J. B. Bur, and B. 
MOoNTEJANO. Semana méd., 1937, 44: 1487. 

An improved flexible gastroscope, and diagnosis of 
gastric diseases through the use of gastroscopy and gastro- 
S. H. NaKAyAMA, Y. SATOH, 

. Konpa, and I. Ito. Nagoya J. M. Sc., 1937, II: I. 

A study of peptic activity by means of the double 
histamine test. A. B. Rivers and F. R. VANzAnt. Am. J. 
Digest. Dis. & Nutrition, 1937, 4: 304 

Controversial triad of the digestive field; gall-bladder 
disease, peptic ulcer, colitis. T. R. BROEN. Northwest 
Med., 1937, 36: 237. 

The action of Jarocki’s “second diet.”’ F. KrayewskI. 
Bull. internat. de l’Académie Polonaise d. sc. et d. lettres, 
1930, P. 703. 

The action of different diets on the gastric secretion. 
The action of Jarocki’s diet, composed exclusively of 
albumins and fats. F. Krajewskr. Bull. internat. de 
\’'Académie Polonaise d. sc. et d. lettres, 1936, p. 603. 

A case of sympathicoblastic sympathoma of the stomach. 
A. E, Brancut and M. Cieza Ropricurz. An. Fac. de 
ciencias med., 1937, I: 409. 

Hypoproteinemia as a factor in the retardation of gastric 
emptying after operations of the Billroth I or II types. 
R. P. BARDEN, I. S. Ravptn, and W. D. Frazrer. Am. J. 
Roentgenol., 1937, 38: 196. 

The roentgen-anatomical appearance of pyloric stenosis 
during and after the manifest stage of the disease. G. 
RunstrOm. Acta radiol., 1937, 18: 524. 

A rare complication of pyloric stenosis; gastric gangrene. 
A. GripnEV. Zentralbl. f. Chir., 1937, p. 527. 

A study of gastric emptying with the pylorus open. 
J. O. CripER and J. E. THomas. Am. J. Digest. Dis. & 
Nutrition, 1937, 4: 295. 

True muscular pyloric hypertrophy of the adult. FE. 
SAVARESE. Arch. ital. di chir., 1937, 45: 559. 

The operative treatment of congenital hypertrophied 
pyloric stenosis. O. Ratscu. Zentralbl. f. Chir., 1937, 


The clinic and treatment of gastrocolic fistula. L. M. 
RATNER and E. B. SHartasH. Vestnik khir., 1936, 44: 
209. 

Some reflections on gastrostomy. E. S. J. Krne. Brit. J. 
Surg., 1937, 24: 749. [405] 

The possibility of producing gastric abscesses experi- 
mentally. P. Sreranrnt.  Policlin., Rome, 1937, 44: 
sez. chir. 313. 

Peptic ulcer. 
2: 86. 

A résumé of etiological factors in peptic ulcer syndrome. 
W. P. Apams. Virginia M. Month., 1937, 64: 191. 

Peptic ulcer, recurrent, perforating three times, with 
recovery. L. E. Manoney and R. Sanps. Am. J. Surg., 
1937, 37: 123. 

Two cases of perforated peptic ulcer. D. Kyrr. Brit. 
M. J., 1937, 2: 214. 

Some remarks on the treatment of peptic ulcer. I. 
Hamitton. Med. J. Australia, 1937, 2: 94. 

Management of chronic peptic ulcer. 
Cleveland Clin. Quart., 1937, 4: 220. 

Gastrojejunostomy and ruptured peptic ulcer. 
FurBer. Med. J. Australia, 1937, 2: 100. 

Roentgenological distinction of benign from malignant 
ulcerating lesions of the stomach. B. R. Kirkin. J. 
Michigan State M. Soc., 1937, 36: 453- 


F. Beare. Med. J. Australia, 1937, 


J. Tucker. 


471 


Our conception of the development of gastric ulcer and 
methods for treatment based on this conception. K. H. 
Baver. Chirurg, 1937, 9: 250. 

Some remarks on the diagnosis and treatment of per- 
forated ulcer. H. E. Stocker. Zentralbl. f. Chir., 1937, 

. 610. 

The treatment of perforated gastric and duodenal ulcer. 
J. CerNOsEK. Cas. lék. €esk., 1936, p. 1355 

Late results of the treatment of chronic gastroduodenal 
ulcer with histidine. M. Dremo.e and L. Janco. Rev. 
méd. de la Suisse Rom., p. 332. 

Reichel-Polya’s technique for gastrectomy in gastro- 
duodenal ulcer. F. E. CurtstMAnn. An. Fac. de ciencias 
med., 1937, I: 239. 

The surgical treatment of gastroduodenal ulcer. F. E. 
CHRISTMANN. An. Fac. de ciencias med., 1937, 1: 341. 

Benign tumor of the stomach; report of a case. E. T. 
ZAKHAROV. Vestnik khir., 1936, 44: 95. 

Schwannoma of thestomach. FressINGER and BERGERET. 
Mém. !’Acad. de chir., Par., 1937, 63: 758. 

Lipoma of the stomach. B. T. KaNrorovitcu. Vestnik 
khir., 1936, 44: 90. 

Voluminous gastric lipomas. G. 
l’Acad. de chir., Par., 1937, 63: 683. 

Surgical operations for pedunculated tumors of the 
stomach. H. Monpor. Mém.1’Acad. de chir., Par., 1937, 
63: 758. 

Malignant diffuse gastric polyposis. 
Ann. Surg., 1937, 106: 139. 

A case of primary ulceriform cancer of the stomach. 
R. A. GUTMANN, J. SENEQUE, I. BERTRAND and G. BEAu- 
GEARD. Bull. et mém. Soc. méd. d. hop. de Par., 1937, 
53: 649 

‘a of the stomach; an analysis of 291 cases. 
S. F. MarsHatt and E. S. Taytor. Surg. Clin. North 
Am., 1937, 17: 629. [405] 

The importance of definitely establishing the diagnosis 
in every case of suspected carcinoma of the stomach. 
R. R. SNowDEN. Internat. Clin., 1937, 2: 116. 

Postoperative roentgenology of the stomach. E. Ruin. 
Acta radiol., 1937, 18: 527. 

The invagination of loops of bowel into a gastro- 
enterostomy stoma. A. GUTMANN and P. Josin. 
Presse méd., Par., 1937, 45: 923. 

Ileus in anterior gastro-enterostomy. 
Zentralbl. f. Chir., 1937, p. 691. 

Partial gastrectomy. N. C. Lake. 


MEtIvet. Mém. 


F. CHRISTOPHER. 


A. HOFMANN. 
Brit. M. J., 1937, 
P. Duvat. J. de 


2: 49. 
Certain techniques of gastrectomy. 
chir., 1937, 49: 817. 

Gastric resection with pylorectomy. H. May. 
sylvania M. J., 1937, 40: 832. 

Pauchet’s methods in surgery of the stomach and 
duodenum. G. Luquer. Rev. de chir., Par., 1937, 56: 
360. 

Pitressin. O. ScHEIBEL. Acta radiol., 1937, 18: 494. 

Concerning the action of postpituitary extracts upon 
gas in the intestines. A. OPPENHEIMER. Acta radiol., 
1937, 18: 491. 

Two cases of congenital obliteration of the intestine. 
F. Baron. Bull. Soc. d’obst. et de gynéc. de Par., 1937, 


Penn- 


> 324 
The spathogenesis of essential intestinal intussusception. 


The réle of regional ileitis. Dr LA MARNIERRE. Mém. 
PAcad. de chir., Par., 1937, 63: 777. 

Intestinal obstruction due to posture. R. A. WooLsEy. 
South. M. J., 1937, 30: 696. 

Radiography without preparation in intestinal obstruc- 
tion. G. Métivet. Mém. l’Acad. de chir., Par., 1937, 


63: 609. 


472 INTERNATIONAL ABSTRACT OF SURGERY 


Intestinal obstruction in relation to appendicitis. A. 
Sever. Ann. ital. di chir., 1937, 16: 350. 

Two cases of high intestinal obstruction. J. F. Tour- 
REILLES, A. BattaGuta, and E. GonzALez VILLAR. Rev. 
méd.-quirarg. de patol. femenina, 1937, 5: 443. 

Intestinal obstruction: an attempt at an improved dis- 
cussion of its pathological physiology and treatment based 
on a simple classification and on past experimental and 
clinical experience. J. K. Donatpson. Arch. Surg., 
1937, 35: 155. f 

Acute mechanical intestinal obstruction: treatment and 
results. H. B. Stone and J. €. Ow1ncs. South. M. J., 
1937, 30:699. 

The therapeutic management of intestinal obstruction. 
T. G. Orr. Surgery, 1937, 1: 838. 406 

Symposium on intestinal obstruction: treatment of in- 
tussusception. P. L. Hrpstey. Surgery, 1937, 1: 825. [407] 

A simple method of preventing postoperative recur- 
rence of intussusception. F, RueBEN. Zentralbl. f. Chir., 
1937; P- 520. 

A complement fixation test for amebiasis with an 
increased antibody content. E. Wetss and L. ARNOLD. 
Am. J. Digest. Dis. & Nutrition, 1937, 4: 282. 

Enterostomy. Technique and management. J. H. 
Wootsey. West. J. Surg., Obst. & Gynec., 1937, 45: 368. 

Factors determining the selection of operation in obstruc- 
tion of the small intestine. J. J. Morton. Surgery, 1937, 
1: 848. 

Diverticulum of the duodenum. Pol M. BJELOZERKOW- 
sky. Zentralbl. f. Chir., 1937, p. 7 

The treatment of diverticula A 4 the duodenum. W. 
SANNMANN. 1936: Bleicherode a. H., Nieft. 

The surgical treatment of diverticulitis. T. E. JONES. 
Cleveland Clin. Quart., 1937, 4: 207. 

Duodenal intussusception. W. W. BoarpMAN and E. 
Levers. Am. J. Digest. Dis. & Nutrition, 1937, 4: 300. 

A case of perforated duodenal ulcer in a nine-year-old 
girl. M. von Lictenretp-ToaLt. Monatsschr. f. Kinder- 
heilk., 1937, 69: 403. 

The right oblique horizontal (supine) position in the 
demonstration of the duodenal ulcer crater: preliminary 
report. E. Scuons. Am. J. Roentgenol., 1937, 38: 42. 

An unusual case of jejunal obstruction. J. C. B. ALLEN. 
Med. J. Australia, 1937, 1: 950. 

Megaduodenum re tuberculous stenosis of the 
jejunum. J. Eciies and A. F. San Martin. Arch. argent. 
de enferm. d. apar. digest., 1937, 12: 306. 

Postoperative peptic jeiunal ulcer Tiree extensive 
gastric resection. R. ALESSANDRI. Arch. ital. di chir., 
1936, 44: 702. 

A rare complication following radical operation for 


jejunal ulcer. H. Frvsterer. Zentralbl. f. Chir., 1937, 


p. 536. 
Regional enteritis. A. S. Jackson. Surg., Gynec. & 
Obst., 1937, 65: I. 
Acute phlegmonous enteritis. E. CLARK and A. WRIGHT. 
Arch. Surg., 1937, 34: 997. [407] 
Regional iileitis. D. Avams. Surg. Clin. North Am., 
1937, 17: 763. 408) 
Some observations on regional ileitis and allied condi- 
tions. R. D. ForsBes and J. Duncan. West. J. Surg., 
Obst. & Gynec., 1937, 45: 362. 
Alimentary paralytic ileus. 
Vestnik khir., 1936, 44: 67. 
Acute inflammation of Meckel’s diverticulum with 
intestinal obstruction. N.C. Kunc. Chinese M. J., 
1937, 52: 85 


A. T. TAsNoGoropsky. 


A ‘case of volvulus of the intestine due to Meckel’s 


diverticulum. P. GrorGet and A. Goumarn. J. de méd. 
de Bordeaux, 1937, 114: 758. 


Mesenteric vascular occlusion. 
Illinois M. J., 1937, 72: 84. 

Fibroma of the mesentery of the first jejunal loop. R. 
LericHe. Lyon chir., 1937, 34: 308. 

Emboli of the upper mesenteric artery. N. S. Oxuy. 
Vestnik khir., 1936, 43: 240. 

Appendicitis. D. B. Koonce. 
1937, 64: 299. 

The value of the white blood count in the differential 
diagnosis of appendicitis. G. REIL. 1936: Kiel, Disserta- 
tion. 

The histological diagnosis of measles. Measles and 
appendicitis. A. Ravina and P. Levy-Lanc. Presse 
méd., Par., 1937, 45: 821. 

Newer viewpoints on the medicolegal aspects of appen- 
dicitis following exposure to cold. M. Ernst. Arch. f. 
orthop. Chir., 1937, 37: 409 

Experimental lesions of "the rabbit’s appendix. A. Q. 
WE ts. Brit. J. Surg., 1937, 24: 766. (408) 

Chronic appendicitis and diseases of the urinary pas- 
sages. J. SALLERAS and A. VON DER BECKE. Rev. argent. 
de urol., 1937, 6: 3. 

A review of certain diseases of the appendix clinically 
called chronic appendicitis. B. J. McCtoskey. Internat. 
Clin., 1937, 2: 101. 

Hernia of the vermiform appendix. W. J. Ryan. Ann. 
Surg., 1937, 106: 135. 

Mesenteric abscess as a complication of appendicitis. A. 
T. Lipsxy. Vestnik khir., 1936, 44: 240. 

Spontaneous amputation of the appendix. VERDELET. 
J. de méd. de Bordeaux, 1937, 114: 756. 

Perforate appendix as the cause of suppurative peri- 
tonitis. G. Baccto. Arch. ital. di chir., 1936, 44: 705. 

Acute appendicitis with peritonitis; treatment and mor- 
tality. F. C. Herrick. Surg., Gynec. & Obst., 1937, 
65: 68. 

The appendix from which purulent peritonitis takes 
origin is a perforated appendix. G. Baccro. Zentralbl. f. 
Chir., 1936, p. 3062. 

Acute appendicitis: a comparative survey with remarks 
on its management. H. J. Kinc. Am. J. Surg., 1937, 


M. S. UNDERHILL, 


Virginia M. Month., 


37: 40. 

Acute appendicitis in children. P. D. ALLEN. J. Am. 
M. Ass., 1937, 109: 121. 

The treatment of acute appendicitis. G. H. Buncu and 
R. Doucury. Ann. Surg., 1937, 106: 42. 

The treatment of acute appendicitis. Y. DELAGENIERE. 
Mém. |’Acad. de chir., Par., 1937, 63: 756. 

Appendicitis and primary closure of the abdominal wall. 
A. MUELLEDER. Wien. med. Wchnschr., 1937, 1: 67, 98. 

A review of 1,671 operations for appendicitis and their 
late results. L. S. a and E. S. DRACHINSKAYA. 
Vestnik khir., 1936, 43: 24 

Elongation’ and dilatation of the colon. J. R. Lrar- 
MONTH. Brit. M. J., 1937, 2: 154. 

A review of diseases and disorders of the colon: their 
diagnosis and treatment. Spriccs. New Zealand M. J., 
1937, 36: 159. 

Two cases of megacolon. L. BERGOUIGNAN. Mém. 
V’Acad. de chir., Par., 1937, 63: 727. 

Diverticulosis of the colon. SCHMIEDEN and H. 
KALLFELZ. Verhandl. d. 10. Kong. if Ren Ges. f. Chir., 
1936, 3: 375- 

[euececiion of the bowel in omental apertures. A. T. 
TasNnocoropsky. Vestnik khir., 1936, 44: 104. 

The irritable colon: diagnosis and treatment. H. L. 
Bockus. Med. Clin. North Am., 1937, 21: 1107. 

The treatment of amebic colitis with diiodohydroxy]- 
quinoline (diodoquin). D. N. StrverMan. Am. J. Digest. 
Dis. & Nutrition, 1937, 4: 281. 


T! 
CAs’ 
LAR 
A 
W.! 
R 
M.C 
Ir 
lék. 
Si 
tion 
Cc 
Pen 
B 
graf 
Berl 
E 
volv 
193! 
Si 
45: 
R 
BER 
193 
P 
cina 
106 
R 
193 
17: 
ope 
A. 
E 
hen 
99: 
k 
G.., 
Bri 
f. C 
I 
Sen 
( 
sta 
its 
live 
193 
7 
R. 
Ne 
diff 
An 
y 
ble 
cas 


The diagnosis and cure of chronic amebic colitis. A. 
CASTELLANI and I. Jacono. Riforma med., 1937, 53: 671. 

The early diagnosis of tuberculous colitis. Sv. BORRE 
LarsEN. Acta radiol., 1937, 18: 508. 

A case of unusually early tuberculosis of the colon. 
W. Macnusson. Acta radiol., 1937, 18: 509 

Renocolic fistula. Ureteropyelographical demonstration. 
M.Cuevassu. Mém. |’Acad. de chir., Par., 1937, 63: 49. 

Inflammatory cyst of the colon. B. Nreperte. Cas. 
Ick. €esk., 1936, p. 1630. 

Simple. ulcer of the ascending colon and its ——. 
tions. Str D, WILKIE. Surgery, 1937, 1: 655. [408] 

Considerations in bowel ot C. B. RENTSCHLER. 
Pennsylvania M. J., 1937, 40: 8 

—- of a arge be defect with a small bowel 
graft. O. NORDMANN. 61. Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1937. 

Extensive resection of the large and small bowel for 
volvulus; report of a case. P. M. Gtasko. Vestnik khir., 
1936, 44: 284. 

Surgery of the right colon with relation to arthritis. 
J. = ee West. J. Surg., Obst. & Gynec., 1937, 
45: 

ieee of the right half of the colon. J. DEJ. Pem- 
BERTON and L. D. WuitTaKer. Surg., Gynec. & Obst., 
1937, 65: 92. 

Priority for the “exteriorization operation” for car- 
poe of the bowel. M. THorex. Ann. Surg., 1937, 


106: 

hernias. V. T. MusHKkatin. Vestnik khir., 
1936, 44: 99. 

Sigmoiditis. A. VAN Praac.  Bruxelles-méd., 1937, 
17: O13. [409] 


Evagination of the sigmoid for volvulus; four cases 
ro upon by the method of Kuemmel and Grekov. 

\. S. OrLovsky. Vestnik khir., 1936, 44: 285. 

‘Experience with an efficient method of operating upon 
hemorrhoids. J. H. Hipen. South. M. & S., 1937, 
99: 327. 
operation for rectal prolapse. P. M. 
Koxorin. Vestnik khir., 1936, 44: 106. 

Circular suturing in the treatment of rectal prolapse. 
G, A. KHOLOsHENKO. Vestnik khir., 1936, 44: 108. 

Carcinoma of gop in a girl of tw enty. W. G. Evans. 
Brit. M. J., 1937, 2: 64. 

Operation for cancer of the rectum. Mosr. Zentralbl. 
Eo 1936, p. 2868. 

Imperforate anus. L. T. Rrvara and A. R. VIVIANI. 
Semana méd., 1937, 44: 1508. 

Ambulatory treatment for anal fissure. D. WeIss. Am. 
J. Surg., 1937, 37: 88. 


Liver, Gall Bladder, Pancreas, and Spleen 


Cholangiography from a practical and experimental 
standpoint. F. BERNHARD. Chirurg, 1937, 9: 201. 

Autolysis of tissue im vivo: an experimental study with 
its clinical application in the problem of trauma to the 
liver. F. F. Boyce and E. M. McFerrince. Arch. Surg., 
1937, 34: 977: 

Traumatic etiology of acute yellow atrophy of the liver. 
R. Peter. Med. Welt, 1937, p. 170. 

The differential diagnosis of jaundice. C. G. Hryp. 
New England J. Med., 1937, 217: 161. 

The galactose tolerance and urobilinogen tests in the 
differential diagnosis of painless jaundice. F. W. WHITE. 
Am. J. Digest. Dis. & Nutrition, 1937, 4: 315. 

The use of massive doses of viosterol to reduce the 
——s time in obstructive jaundice. A report of three 
cases. L. B. Jounston. J. Med., Cincinnati, 1937, 18: 235. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


473 


Two atypical cases of ictero-hemorrhagic spirochetosis. 
Pseudogrippal anicteric and meningorenal types. 
RIMBAUD, M. JANBON, and MLLE. LABRAQUE-BORDENAVE. 
Bull. et mém. Soc. méd. d. hop. de Par., 1937, 53: 610. 

Three cases of ictero-hemorrhagic spirochetosis in 
miners. L. RrmBaup, M. JANBON, and MLLE. LABRAQUE- 
BorpENAVE. Bull. et mém. Soc. méd. d. hop. de Par., 
1937; 53: 604. 

A simple nos effective method for the closure of biliary 
fistulas. W. W. Bascock. Surg., Gynec. & Obst., 1937, 
65: 88. 

Experimental cysts of the liver. E. CALDARERA. Arch. 
ital. di chir., 1937, 46: 89. 

Calcified hydatid ou of the liver. J. Arce. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1937, 21: 255. 

Subcapsular hematoma of the liver. Fatal shock. J. P. 
Orero. Arch. uruguayos de med., cirug. y especial., 
1937, 10: 617. 

Amebic abscess of the liver. J. R. Younc. J. South 
Carolina M. Ass., 1937, 33: 164. 

The treatment of abscess of the liver. J. G. SHERRILL. 
Kentucky M. J., 1937, 35: 344- 

Primary carcinoma of the liver with metastasis to bone. 
Report of a case. D. W. Hepricxk. J. Bone & Joint Surg., 
1937, 19: 817. 

Hepatic function tests during anesthesia and operation. 
P. Gactrarpi. Arch. ital. di chir., 1937, 46: 65. 

The effect of vascular stimulants used postoperatively 
upon the liver. B. Benrens. Zentralbl. f. Chir., 1937, 


p. 674. 

“Liver deaths” in general surgery. J. L. DeECourcy. 
Ann. Surg., 1937, 106: 58. 

Liver deaths (?) in general surgery. Two cases unasso- 
ciated with biliary tract. J. L. DeCourcy. J. Med., 
Cincinnati, 1937, 18: 243. 

Severe calculous obstruction of the ductus choledochus. 
Importance of operative cholangiography. | VELASCO 
SuArEz and DEL VALLE. Bel. y trab. Soc. de cirug. de 
Buenos Aires, 1937, 21: 215. 

Pre-operative preparation and conservative treatment 
of calculous obstruction of the common duct. M. KuEN- 
SZTLER. Magy. Orv., 1936, 17: 215. 

The advantages of gradual decompression following 
complete common duct obstruction. I. S. Ravpin and 
W. D. Frazier. Surg., Gynec. & Obst., 1937, 65: 11. 

Strictures of the common and hepatic ducts. F. H. 
Laney. Ann. Surg., 1937, 105: 765. [409] 

Idiopathic cystic dilatation of the hepatic and common 
ducts. A. J. BENGOLEA and C. VELasco SuAREz. Arch. 
argent. de enferm. d. apar. digest., 1937, 12: 269. 

Cholecystoscopy. H. G. HOLLENBERG and W. C. EIKNER. 
Surgery, 1937, 29: 37- 

The roentgenological importance of the left oblique po- 
sition in cholecystography. M. FELpMAN. Radiology, 
1937, 29: 89. 

Pancreatic juice as a factor in the etiology of gall- 
bladder disease. J. A. WOLFER. Surgery, 1937, I: ogi) 

Iodine content of blood in cholecystic disease. J. L. 
DeCourcy. Arch. Surg., 1937, 35: 140. 

Basal metabolism in chronic cholecystitis. G, P&REz 
Diaz and B. GimEéNEz. Med. rev. mex., 1937, 17: 228. 

Gall-bladder disease; an evaluation of the clinical and 
radiological aspects in 700 cases. A. L. Levin and M. 
SHUSHAN. South. M. J., 1937, 30: 705. 

Differentiation between medical and surgical gall- 
bladder diseases. S. A. OVERSTREET. Kentucky M. J., 
1937; 35: 346. 

The treatment of acute cholecystic disease. C. A. 
Kunatu. Surg., Gynec. & Obst., 1937, 65: 79. 


474 INTERNATIONAL ABSTRACT OF SURGERY 


Medical management of gall-bladder en S. A. 
OVERSTREET. Kentucky M. J., 1037, 35: 

A case of fistula of the gall bladder ae Biase chole- 
dochus. A. J. Costa, E. PAMPLIEGA, and A. gs 
Arch. argent. de enferm. d. apar. digest., 1937, 12: 

Clinical aspects of primary carcinoma of the gall ideader. 
I. R. JANKELSON. New England J. Med., 1937, 217: 85. 

Recurrent and residual complaints following cholecystec- 
tomy in the absence of surgical indications. F. W. RoEsING. 
1936: Giessen, Dissertation. 

The mucous secretion of the biliary passages. P. 
Matiet-Guy, M. CHAMBON, A. CHAMBON, and 
CroizaT. Rev. de chir., Par., 1937, 56: 355 

Newer viewpoints regarding biliary ‘surgery. F. 
BERNHARD. 61. Tag. d. deutsch. Ges. f. Chir., Berlin, 
1937- [411] 

Surgery of the bile ducts. Reports on Opel’s clinic. 
T. A. SHRAER. Vestnik khir., 1936, 44: 23 

The surgical treatment of diseases of a bile ducts. 
E. N. KiarFevp. Vestnik khir., 1936, 44: 218. 

Four hundred and eighty operations on the biliary sys- 
tem. L. SCHOENBAUER. Chirurg, 1937, 9: 161. 

The late results in plastic surgery of the biliary tract. 
A. J. BEncorea and C. V. SuArEz. Rev. méd.-quirarg. 
de patol. femenina, 1937, 5: 332 [412] 

Acute pancreatitis. A history. C. V. Nario. Arch. 
uruguayos de med., cirug. y especial., 1936, 9: 749. 

Cullen’s sign in acute pancreatitis. L.S. FaLiis. Ann. 
Surg., 1937, 106: 54. 

Polycystic disease of the pancreas (dysontogenetic 
cysts). K. Nycaarp and W. Watters. Ann. Surg., 
1937, 106: 4 

Racca of the islet cells of the pancreas with operation 
and recovery. F. W. Lukens and I. S. Ravpin. Am. J. M. 
Sc., 1937, 194: 92. 

Carcinoma of the islands of Langerhans with hypogly- 
cemia and hyperinsulinism. R. W. Cracc, M. H. Power, 
and M. C. Lirxpem. Arch. Int. Med., 1937, 60: 88. 

Torsion of a dislocated spleen. M. P. Nicotrn. Vestnik 
khir., 1936, 44: 88. 

Splenomegaly due to multiple splenoma. H. FIscHer. 
Deutsche Ztschr. f. Chir., 1937, 248: 552. 

Accessory spleens. M. PauL. Lancet, 1937, 233: 74. 

Miliary calcifications in the spleen. T. M. BrRMAN. 
Radiology, 1937, 29: 37. 

Traumatic rupture of the normal healthy spleen. 
G. ROSENTHAL. 1936: Bleicherode a. H., Nieft. 

The roentgenological diagnosis of two cases of aneurysm 
of the splenic artery. O. SAFWENBERG. Acta radiol., 
1937, 18: 481. 


Hemolytic jaundice. Internat. Clin. 
1937, 2: 146. 

Indication for splenectomy in py practice. J. S. 
Lawrence. Internat. Clin., 1937, 2: 22 

Splenectomy for lymphadenoma followed by myeloid 
leukemia. A. K. Gorpon. Lancet, 1937, 233: 21. 

Traumatic autoplastic transplantation of splenic tissue 
in man with observations on the late results of splenectomy 
in six cases. A. F. B. SHaw and A. SHart. J. Path. & 
Bacteriol., 1937, 45: 215. 

The bactericidal power of blood before and after 
splenectomy. L. Baccartni and C. Marzocca. Arch. ital. 
di chir., 1937, 15: 627. 


J. C. SHARPE. 


Miscellaneous 


Changes in the blood and urine in surgical diseases of 
the abdomen and gastro-intestinal tract. F. DE Leo, 
Arch. ital. di chir., 1937, 46: 33. 


Foreign bodies in the E. Cova. Atti d. Soc. 


ital. ostet. e ginec., 1937, 33: 

Abdominal injuries in civil practice. 
Irish J. M. Sc., 1937, 137: 212. 

Wounds of the abdomen. J. CAFFERATA. Semana méd., 
1937, 44: 1437. 4 

Perforative and gunshot injuries of the abdomen. R. 
SCHOLL. Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1936, 
44: 354. [413] 

The false ‘acute abdomen.” T. L. ALTHAUSEN. Ann. 
Surg., 1937, 106: 62. 

The acute abdomen and the general practitioner. T. G. 
Miter. Med. Clin. North Am., 1937, 21: 1095. 

The clinical significance of abdominal pain. J. FRIEDEN- 
WALD. Internat. Clin., 1937, 2: 76. 

The diagnosis and surgical treatment of abdominal 
surgical conditions in ro infants. L. B. JoHNsTon. 
Ohio State M. J., 1937, 33: 737: 

Experimental free hydatid cyst in the abdominal cavity. 
M. Ruiz Moreno, A. Lacos Garcfa, and J. C. Lascano 
GonzALEz. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1937, 21: 151. 

Primary hydatid cyst in Douglas’s cul-de-sac, recurrent 
in situ. M. CrEzA Ropricurz. An. Fac. de ciencias med., 
1937, 1: 125. 

The diagnosis of voluminous cystic abdominal tumors 
and of urachal cysts in particular. P. LAVAND’HOMME. 
Bruxelles-méd., 1937, 17: 820. 

The disruption of abdominal wounds; a report of 
twenty-two cases. F. GLENN and S. W. Moore. Surg., 
Gynec. & Obst., 1937, 65: 16. 


F. J. Henry. 


GYNECOLOGY 


Uterus 


Didelphic uterus. J. Francisco and Dos Santos. 
Folha med., 1937, 18: 143. 

Nine cases of double uterus observed at the maternity 
hospital of Port-Royal. M. Mayer. Rev. frang. de gynéc. 
et d’obst., 1937, 32: 331 

The effect of long- continued large doses of follicle hor- 
mone upon the uterus of the rat. B. ZonpEK. Am. 
Obst. & Gynec., 1937, 33: 979- [415] 

Endometriomas. Rocmans and PetITFRERE. Bruxelles- 
méd., 1937, 17: 1001. 

Endometriosis as a cause of acute intestinal obstruc- 
tion. J. J. Heppurn. New England J. Med., 1937, 
217: 6. 


A case of cyst of the round ligament simulating hernia. 
W. S. Martin. J. Michigan State M. Soc., 1937, 306: 


2. 

The endometrium in uterine fibromyomas. S. MARTINES. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 135. 

The treatment of cervical metritis. 
Gynec. si obst., 1937, 11: 312. 

Fatal functional uterine bleeding. E. C. HAMBLEN and 
D. H. Sprunt. Endocrinology, 1937, 21: 553 

A uterine cyst. MartiNEzZ DE Hoe. " Rev. méd.- 
quiriarg. de patol. femenina, 1937, 5: 436. 

Uterine fibroma with involvement of the cervix. C. 
Lreonte. Gynec. si obst., 1937, 11: 300. 

Cystic tumors of the uterus. G. SANNICANDRO. Atti d. 
Soc. ital. ostet. e ginec., 1937, 33: 68. 


M. Jonesco. 


metro 
Rel 
uteru: 
Th 


cervis 


Ra 
the ul 
Ra 
IT: 2¢ 
Inv 
vical 
GISCA 
Car 
by hi 
cervia 
rend. 
Dif 
SPIEL 
Inv 
metas 
Ca 
in yc 

1937, 
Ca 
SON a 
Me 
of th 
BINE 

341. 
Th 
binec 
x-ray 
Co 
cervi 
et d’ 
Te 

Acta 
Th 
intra 
1937, 
Ca 
after 
BENI 
7:93 
Sa 
mate 

burg 
Disse 
Th 
Ex 
Acta 
Hy 
A. T 
| 
TI 
Vou 
Tu 
ARM 
TI 
com] 
ScrI 
Su 
coml 
obst. 
Su 
prola 
34: 2 


1 


BIBLIOGRAPHY OF CURRENT LITERATURE 475 


Radium in the treatment of non-malignant diseases of 
the uterus. W. L. Pepre. South. M. & S., 1937, 99: 330. 

Radium therapy for fibromyoma and the hemorrhagic 
metropathies. I. Jovry. Strahlentherapie, 1936. 57: 36. 

Relationship between fibroids and carcinoma of the 
uterus. F. H. Farts. Northwest Med., 1937, 36: 225. 

The condition of the ovaries in cancer of the uterine 
cervix. C. Danret and A. Babes. Gynec. si obst., 1937, 
II: 299. 

Involvement of the urinary tract by non-treated cer- 
vical carcinoma. _E. Cuauvin, M. Leroy, and J. B. 
GIscARD. Rev. frang. de gynéc. et d’obst., 1937, 

Cancer of the uterine cervix at an early stage, discovered 
by histological examination following amputation of the 
cervix for ulcerous cervical metritis. X. BENDER. Compt. 
rend. Soc. frang. de gynéc., 1937, 7: 122. 

Diffuse squamous cell carcinoma of the uterus. F. 
SPIELMAN. Am. J. Obst. & Gynec., 1937, 34: 159. 

Invasion of the lymphatic vessels and lymph node 
metastasis in cancer of the uterine cervix. X. BENDER. 
Compt. rend. Soc. frang. de gynéc., 1937, 7: 112. 

Carcinoma of the neck of the uterus and of the vagina 
in young women. L. Pucctonr. Riv. ital. di ginec., 
1937, 20: 17. 4 

Cancer of the cervix—mortality reduction. W. CLARK- 
son and A. BARKER. South. M. & S., 1937, 90: 333. 

Medication for the control of pain in incurable cancers 
of the uterus: tolerance of the organism to morphine. A. 
Bryet. Bull. Soc. d’obst. et de gynéc. de Par., 1937, 26: 


341. 

The treatment of carcinoma of the cervix by the com- 
bined use of relatively small amounts of radium and deep 
x-ray. D. R. Murpuey, Jr. Surgery, 1937, 2: 82. 

Complications of radiation therapy of carcinoma of the 
cervix. J. Ducurne and P. N&crE. Rev. frang. de gynéc. 
et d’obst., 1937, 32: 355- [4 

Teleradium treatment in uterine cancer. J. HEYMAN. 
Acta radicl., 1937, 18: 501. 

The technique of radium treatment in carcinoma of the 
intra-uterine cavity. FR. voN Bercen. Acta radiol., 
1937, 18: 512. 

Cancer of the uterine cervix. Failure of radiumtherapy 
after three years. Surgical cure after five years. X. 
BENDER. Compt. rend. Soc. frang. de gynéc., 1937, 
7: 93- 

ieee of the uterus; pathology and clinical aspects; 
material of the University Gynecological Clinic at Frei- 
burg since 1927. W. Rosset. 1936: Freiburg i. Br., 
Dissertation. [417 

The operability of carcinoma of the uterine cervix. L. 
BactALit. Attid. Soc. ital. ostet. e ginec., 1937, 33: 118. 

Experiences with hysterosalpingography. G. RuNsTROM. 
Acta radiol., 1937, 18: 531. 

Hysterosalpingography and sterility. P. Brau and 
A. T1zon. Bull. Soc. d’obst. et de gynéc. de Par., 1937, 
26: 262. 

The value and dangers of hysterosalpingography. W. 
Vork. Ztschr. f. Geburtsh. u. Gynaek., 1936, 113: 339. 

Tubo-uterine implantation for sterility. V. B. GREEN- 
ArmyTAGE. Brit. M. J., 1937, 2: 6. 

The morbidity and mortality in supravaginal versus 
complete hysterectomy. Q. U. NEweLt and W. C. 
ScrIVNER. South. M. J., 1937, 30: 710. 

Surgical treatment of uterine prolapse by hysteropexy 
combined with perineorrhaphy. C. CuristEA. Gynec. si 
obst., 1937, II: 273. 

Surgical treatment of vesicocele, rectocele and uterine 
prolapse. C. J. Hunt. J. Missouri State M. Ass., 1937, 
34: 227. 


Cervical piometra developed on the stump after a 
uterine amputation. F. CortNaupest. Atti d. Soc. ital. 
ostet. e ginec., 1937, 33: 138. 


Adnexal and Periuterine Conditions 


Torsion of the normal uterine adnexa. G. Morta. 
Arch. di ostet. e ginec., 1937, 15: 112. [417] 

Is fever in inflammatory adnexal diseases of therapeutic 
value? I. Tectova. Ceskoslov. Gynaek., 1936, 1: 167. 

Conservative operations in bilateral adnexitis. P. 
Mocaqvor. Gynéc. et obst., 1937, 35: 241. [418] 

Abnormally multiple utero-adnexal lesions. RocHE. 
Bull. Soc. d’obst. et de gynéc. de Par., 1937, 26: 273. 

A clinical study of adnexal tuberculosis. E. HELp. 
Gynéc. et obst., 1937, 35: 327. [418] 

An intraligamentous voluminous fibroma. G. LuccHETTI. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 71. 

Fibromyoma of the broad ligament. E. OpocHer. Atti 
d. Soc. ital. ostet. e ginec., 1937, 33: 165. 

Torsion of the hydatid of Morgagni simulating an extra- 
uterine pregnancy. F. Pomint. Atti d. Soc. ital. ostet. e 
ginec., 1937, 33: 192. 

Hemorrhage into hydatid of Morgagni simulating acute 
appendicitis. F. B. ZENER. Am. J. Surg., 1937, 37: 106. 

The physiology of the uterine tube. C. Dantet, I. 
Nirescu, A. Somaru, and I. Grorcescu. Rev. franc. de 
gynéc. et d’obst., 1937, 32: 421. 

The therapeutic value of tubal insufflation. F. CHatti- 
LON. Gynéc. et obst., 1937, 35: 321. 

Uterotubal insufflation; its use for hormonal diagnosis 
and in dysmenorrhea. R. PALMER. Bull. Soc. d’obst. et 
de gynéc. de Par., 1937, 26: 263. 

Sensory pathways of the ovarian plexus. J. S. LABATE 
and S. R. M. RreyNotps. Am. J. Obst. & Gynec., 1937, 


Small-dose ovarian roentgenotherapy in menstrual dys- 
function. E. Ropeccut. Ginecologia, Torino, 1937, 3: 348. 
Experimental researches on ovarian hemicastration. 
G. Vurcuio. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 34. 
Primary chorionepithelioma of the ovary. A report of 
two cases. L. C. Smmarp. Am. J. Cancer, 1937, 30: 208. 
1 


Errors in the diagnosis of ovarian tumors. A. CHIMENTI. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 40. 

Pseudo-pregnancy produced by a yellow tumor of the 
ovary. P. R. Torres. Semana méd., 1937, 44: 1358. 

Unusual pre- and postoperative hemorrhage in associa- 
tion with ovarian tumors. Z. SzAtHMARY. Orvosképzés, 
1936, 26: 57. 

Primary lymphosarcoma of the ovary. Report of a case. 
H. A. Durer, B. F. CLark, and J. H. Peers. Am. J. 
Cancer, 1937, 30: 567. 

Granulosa cell carcinoma of the ovary in a child of three 
years and nine months. M. X. ANDERSON and E. A. 
SHELDON. Am. J. Obst. & Gynec., 1937, 34: 110. 

Results of autotransplantation of the ovaries into the 
omentum with total or partial conservation of the uterus. 
M. Geyer. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 167. 


External Genitalia 


The innervation of the clitoris in the cow. M. Orrot- 
ENGHI. Ginecologia, Torina, 1937, 3: 381. 

Severe hemorrhage due to rupture of the hymen. 
HAmMANT. Bull. Soc. d’obst. et de gynéc. de Par., 1937, 
26: 330. 

Histophysiological data on the treatment of pruritus 
vulve by means of folliculin. G. Corre and A. MILErr. 
Gynécologie, 1937, 36: 195. 


476 


Vaginal hemorrhage due to caustic chemicals (per- 
manganate of potassium). G. Vurcuto. Atti d. Soc. ital. 
ostet. e ginec., 1937, 33: 96. 

A true atheroma of the labia majora. E. Maurizio. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 180. 

Epithelioma of the vulva. Five recent operations using 
Basset’s method. F. Reyes. Gac. méd. de Mexico, 
1937, 67: 35. 

Sarcoma of the vulva. F. J. Tausstc. Am. J. Obst. & 
Gynec., 1937, 33: 1017. (421) 

Congenital absence of the vagina; creation of a neo- 
vagina by perineotomy; failure of the amniotic graft; 
excellent anatomical and functional result. P. LAFARGUE 
and M. Riviere. Bull. Soc. d’obst. et de gynéc. de Par., 
1937, 26: 278. 

The creation of an artificial vagina with a skin flap. 
S. CuristircH. Bull. Soc. d’obst. et de gynéc. de Par., 
1937, 26: 335. 

Operation for artificial vagina. 
Vestnik khir., 1936, 44: 261. 

Cysts of the vagina. F. Scoprettra. Policlin., Rome, 
1937, 44: sez. chir. 263. [421] 

A fibroma of the vagina. P. TaGLIAFERRO. Atti d. 
Soc. ital. ostet. e ginec., 1937, 33: 194. 

A case of vulvovaginal hematoma. RHENTER and 
CwasTEL. Bull. Soc. d’obst. et de gynéc. de Par., 1937, 
26: 328. 

Diagnosis and treatment of trichomonas vaginalis 
vaginitis. C. Joun. West Virginia M. J., 1937, 33: 302. 

The incidence of trichomonas vaginalis infections. S. B. 
Porter. Am. J. Obst. & Gynec., 1937, 34: 169. 

Vaginoplasty by separating the tissues between the 
bladder and the bowel. G. Mvetrer. Cas. lék. Gesk., 
1936, Pp. 1393- 

Primary carcinoma of the gland of Bartholin. O. 
Marcaruccl. Clin. ostet., 1937, 39: 265. 421 


S. O. PorTUGALOV. 


Miscellaneous 


Pseudomenstruation in the human female. C. MAzeEr, 
S. L. Israet, and L. Kacuer. Surg., Gynec. & Obst., 
1937, 65: 30. 

Primary dysmenorrhea—an endocrine problem. J. 
Korzand E. Parker. Am. J. Obst. & Gynec., 1937, 34: 38. 

Roentgenotherapy of the ovaries in small doses in 
menstrual disturbances of insufficiency. E. ROBECCHI. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 101. 

Resection of the presacral nerve in the treatment of 
obstinate dysmenorrhea. G. Corre. Am. J. Obst. & 
Gynec., 1937, 33: 1034. [422] 

Treatment of menorrhagia and metrorrhagia in the 
adolescent. M. C. Srurcis. Med. Clin. North Am. 
1937, 21: 1253. 

Amenorrhea lasting four years in a woman affected with 
Schueller-Christian’s disease, cured by Cignolini’s method. 
L. M. Prerra. Compt. rend. Soc. frang. de gynéc., 1937, 


97- 

X-ray therapy in amenorrhea. A. B. FrrepMAN and B. 
SELIGMAN. Radiology, 1937, 29: 99. 

Temporary postponement of menstruation by estradiol 
benzoate. G. L. Foss. Brit. M. J., 1937, 2: 10. 

Menstrual fistula (tubo-abdominal). S. WimprHEIMER. 
Am. J. Obst. & Gynec., 1937, 34: 146. 

The physiology of the climacteric symptomatology. 
P. H. Picor. Virginia M. Month., 1937, 64: 207 

The pathological significance ‘of bleeding a the 


menopause. R. W. TELINDE. Wisconsin M. J., 1937, 36: 
521. 

A case of climacteric edema. G. Farkas. Zentralbl. f. 
Gynaek., 1937, p. 582. 


INTERNATIONAL ABSTRACT OF SURGERY 


Sex hormones in gynecology—the clinical value of the 
present preparations. E. C. HAamMBLen. J. Med. Ass. 
Georgia, 1937, 26: 368. 

he hormone of the corpus luteum. G. W. Corner. 
Edinburgh. M. J., 1937, 44: 61. 

Action of the corpus luteum on biliary secretion. G. 
and C. Vasitiu. Gynec. si obst., 1937, 
II: 304. 

Effect of total ovarian substance, of corpus luteum, and 
of the placenta on the permeability of the tissues. F. 
Marcuesi. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 28. 

Juvenile hemorrhage following cystoglandular_hyper- 
plasia and anterior hy pophy seal hormones. H. O. NeEv- 
MANN. Med. Klin., 1937, 1: 189. 

Histochemical researches on uterine and ovarian gly- 
cogen of a rabbit artificially matured under the stimulus 
of hormones from the urine of pregnant women. R. 
Botarri. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 35. 

Estrogenic hormones of vegetable origin. E. Momr- 
GLIANO. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 77. 

The origin of folliculin and of the gonadotropic hor- 
mones. L. Catraneo. Atti d. Soc. ital. ostet. e ginec., 
1037, 33: 117. 

The substitution of folliculin with vegetal substance. 
E. Momicurano. Atti d. Soc. ital. ostet. e ginec., 1937, 
24° a8. 

The responsibility of the gynecologist to the so-called 
neurotic. L. F. Turttncton. South. M. J., 1937, 30: 723. 

The status of psychotherapy in gynecological practice. 
M. D. Mayer. Am. J. Obst. & Gynec., 1937, 34: 47. 

The dietetic importance of vitamin factors and their 
influence in obstetrics and gynecology. F. LorENzeErTI. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 93. 

Current endocrine problems in gynecology. E. L. 
SEVRINGHAUS. Wisconsin M. J., 1937, 36: 543. 

Serological research on the functional state of the 
endocrine glands in gynecology. G. TRAINA Rao and A. 
DE Pato. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 110. 

Ascorbic acid and the female genital system. G. FONTANA. 
Atti. d. Soc. ital. ostet. e ginec., 1937, 33: 67. 

The relationship between the thymus ual the female 
genital organs. F. Matreace. Atti d. Soc. ital. ostet. e 
ginec., 1937, 33: 61. 

The cyclical changes in the vaginal smear in the baboon 
and its relationship in the perineal swelling. J. GmLtMay. 
South African J. M. Sc., 1937, 2: 44. 

True hermaphroditism in man; endocrinological study. 
R. R. Hucerns, M. and B. HarpEN. Am. J. 
Obst. & Gynec., 1937, 34: 13 

A case of cet Aa a with aberrant nodule 
of the corticosuprarenal tissue in the mesovarium. N. 
Graccue. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 160. 

Organic —— or allergic conditions in surgery and 
gynecology. W. W. Vorcrt. Illinois M. J., 1937, 72: “4 

Sterility in the female. W. BICKERS. Virginia 
Month., 1937, 64: 241. 

Sterilization under local anesthesia in a young woman 
affected with chronic nephritis with hypertension and 
cardiac syncope. L. Micuon and H. PicEaup. Bull. Soc. 
d’obst. et de gynéc. de Par., 1937, 26: 332. 

The action of metals on the organs of reproduction. 
P. Prrotra. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 81 

Infertility in women. A. MEuRLIN. J. Med. Soc. N. 
Jersey, 1937, 34: 455- 

Intravenous vaccination of gonococcic cervicitis in rela- 
tion to sterility. M. Mozzetri-MontTerumici. Atti d. 
Soc. ital. ostet.e ginec., 1937, 33: 177. 

Treatment of functional gynecological disorders by 
pituitary and ovarian irradiation. F. A. Forp and H. M. 
NELSON. J. Michigan State M. Soc., 1937, 36: 457. 


A 
ScH 
17: 
C 
; 193 
I 
B. 
T 
gyn 
by 
I 
ZESI 
a 
rup 
tail 
GR 
7 
est 
est 
} 
Da 
I 
uri 
anc 
Te 
H. 
rak 
Gy 
Ke 
( 
ges 
19, 
] 
che 
Gu 
a ( 
an 
du 
da: 
er’ 
Sor 
d 
Lu 
de 
1 
7% 


Actinomycosis of the female genitalia: case report. J. A. 
ScHOCKAERT and E, DECoomaAN. Bruxelles-méd., 1937, 
173 1135. 

Chronic inflammation of the pelvic connective tissue. 
rE. A. MUELLER. Monatsschr. f. Geburtsh. u. Gynaek., 
1037», 104: 311. 

Inflammatory diseases of the lymph nodes of the pelvis. 
B. RAcz. Arch. f. klin. Chir., 1936, 187: 187. 

Two cases of cellulitis. = a Rev. frang. de 
gynéc. et d’obst., 1937, 32: 3 

Voluminous hernia of the =f de-sac of yoy treated 
by total colpectomy. L. E. PHaneur. Am. J. Obst. & 
Gynec., 1937, 34: 152. 

Inguinal hernia containing uterine adnexa. G. Ioanrt- 
zescu and S. ApostoL. Gynec. si obst., 1937, 11: 279. 

a) Reconstruction of the anal sphincter for old complete 
rupture; excellent result with Johnson’s method; b) de- 
tailed technique of vesicovaginal interposition of the 


Pregnancy and Its Complications 
Hormone sensitization test for pregnancy. 


G. B. 
GREENE. South. M. J., 1937, 30: 727. 

The chemical diagnosis of pregnancy by detection of 
estrin in urine. II. A note on the hydrolysis of estrin 
esters. M. J. Scumutovirz, H. B. and J. N.CIANos, 
J. Lab. & Clin. Med., 1937, 22: 103 

Modification of the Aschheim- SFondek test. J. W. 
DantLow. Zentralbl. f. Gynaek., 1937, p. 585. 

Non-specificity of gonadotropic factor of pregnancy 
urine intradermally as a test for pregnancy. B. SCHNEIDER 
and A. E. Couen. J. Am. M. Ass., 1937, 109: 115. 

The obstetrical significance of pelvic variations. H. 
Tuoms. Brit. M. J., 1937, 2: 210. 

The uses and limitations of roentgen = H. 
Tuoms. Am. J. Obst. & Gynec., 1937, 34: 

The hormone relationship between ae ‘and child. 
H. GucctsBerG. Schweiz. med. Wchnschr., 1936, 2: 1001. 

The mechanism of the prolongation of pregnancy in the 
rabbit. A. K. Korr and M. E. Davis. Am. J. Obst. & 
Gynec., 1937, 34: 26. 

Effect of diet on the outcome of pregnancy. P. RUCKER. 
Kentucky M. J., 1937, 35: 320. 

Chronic uterine distention and its relation to the end of 
gestation. S. R. M. ReyNotps. Am. J. Obst. & Gynec., 
1937, 33:908. 423 

Intra-uterine injury to the fetus. H. Nauvyoxs. Muen- 
chen. med. Wchnschr., 1936, 1: 1039. 

An analysis of 521 cases of twin pregnancy. A. F. 
GutrmacHEer. Am. J. Obst. & Gynec., 1937, 34: 76. 

Roentgenographical diagnosis and anatomical studies of 
a quintuple pregnancy. E. C. HAMBLEN, R. D. BAKER, 
and G. D. Drerteux. J. Am. M. Ass., 1937, 109: 10. 

Morphological and biological changes in the vagina 
during pregnancy due to trichomonas vaginalis. B. 
Szenpr. Arch. f. Gynaek., 1936, 162: 479. 

The pathology and treatment of hyperemesis gravi- 
darum. S. Brré. Arch. f. Gynaek., 1936, 162: 538. 

The treatment of pruritus during pregnancy with Ring- 
er’s solution. S. Sata and S. F. pE CASTELLANOs. Bol. 
Soc. de obst. y ginec. de Buenos Aires, 1937, 16: 133. 

An epidermoid cyst of the hymen and pregnancy. M. 
Luis P£rEz and E. Bayona. Bol. Soc. de obst. y ginec. 
de Buenos Aires, 1937, 16: 16 
Uteroplacental apoplexy? 1. BazAn. Bol. Soc. de obst. 
y ginec. de Buenos Aires, 1937, 16: 146. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


OBSTETRICS 


477 


uterus with amputation of the cervix. PALMER. Compt. 
rend. Soc. frang. de gynéc., 1937, 7: 105. 

The spontaneous cure of a large vesico-uterine fistula. 
L. BACIALLI. Atti d. Soc. ital. ostet. e ginec., 1937, 33: 134. 

False appendicitis in a female. HAMANT and GRIMAULT. 
Bull. Soc. d’obst. et de gynéc. de Par., 1937, 26: 346. 

Gonorrhea in women. R. W. Mosier. Med. Clin. 
North Am., 1937, 21: 1221. 

Gonorrhea in the female treated by a combined heating 
technique. W. BrermMan and E. A. Horowitz. Am. J. 
Obst. & Gynec., 1937, 34: 68. 

A perithelioma of the ischiorectal fossa. U. MuGnat. 
Atti d. Soc. ital. ostet. e ginec., 1937, 33: 158. 

Carcinoma in a case of endometriosis. E. Voct. Med. 
Welt, 1936, p. 1548. 

New uses of autohemotherapy in gynecology. P. 
ABRAMI, J. DatsacE, and R. WALLIcH. Presse méd., 
Par., 1937, 45: 713: 


The diagnosis and treatment of the anemias of preg- 
nancy. C. B. Lutz. Med. Clin. North Am., 1937, 21: 1185. 
Percutaneous puncture of polyhydramnion during preg- 
nancy. A. MAyER. Monatsschr. f. Geburtsh. u. Gynaek.. 
1937, 104: 259. 
he chiasmal syndrome and retrobulbar neuritis in preg- 


nancy. A. HaGepoorn. Am. J. Ophth., 1937, 20: 690. 
Extra-uterine pregnancies. T. Purtz. Monatsschr. f. 
Geburtsh. u. Gynaek., 1936, 104: 57. [423] 


The diagnosis of extra-uterine pregnancy. L. MILLER. 
Am. J. Obst. & Gynec., 1937, 34: 100. 

Extra-uterine pregnancy carried to term. A. Cov- 
TURIER. 1936: Bleicherode a. H., Nieft. 

Extra-uterine pregnancy carried to term. W. M. 
Pruys and J.S. W Geneesk. Tijdschr. v. Nederl- 
Indié, 1936, p. 342 

The remote Ras of of the therapy of extra-uterine preg- 
nancy. L. Manzi. Arch. di ostet. e ginec., 1937, 15: aaa 

42 

Vesical elimination of fetal bones resulting from an 
ectopic pregnancy. Vesicosigmoid fistula. Vesical cal- 
culosis. L. Frcueroa Atcorta and A. M. Léprz. Rev. 
argent. de urol., 1937, 6: 70. 

Vitamin C and the placenta. W. NEuweILER. Arch. f. 
Gynaek., 1936, 162: 384. 

Identification and significance of spirochetes in the 
placenta. H. G. Dorman and P. F. Sanyun. Am. J 
Obst. & Gynec., 1937, 33: 954. 

The causes and treatment of retained placenta. D. 
CurriE. Brit. M. J., 1937, 2: 57. 

X-ray diagnosis of placenta previa. E. Ropeccut and 
S. Zoccut. Ginecologia, Torino, 1937, 3: 334. [424] 

Three cases of placenta previa following tubal inflation. 
B. E. Urpan. Am. J. Obst. & Gynec., 1937, 34: 142. 

Miscarriage. BormNGER. Vertrauensarzt u. Krk. Kasse, 
1936, 4: 249. 

pregnancy. D. Hurwitz and F. C. Irvine. 
Am. J. M. Sc., 1937, 194: 85. 

Rae and pulmonary tuberculosis. J. INFANTOzzI. 
Arch. uruguayos de med., cirug. y especial., 1937, 10: 550. 

Pulmonary tuberculosis and pregnancy. A. V. FRIscu. 
Wien. klin. Wcehnschr., 1936, 2: 1287. 

The treatment of heart disease complicating pregnancy. 
H. J. STANDER and K. Kuper. J. Am. M. Ass., 1937, 
108: 2092. [425] 

Five cases of myomectomy during pregnancy. F. 
LepaGE. Rev. frang. de gynéc. et d’obst., 1937, 32: 348. 


478 INTERNATIONAL ABSTRACT OF SURGERY 


Gonorrhea in pregnancy. H. K. MArsHALy. West. J. 
Surg., Obst. & Gynec., 1937, 45: 307. 

Missed abortion—a hematoma mole. E. C. Sacre. Am. 
J. Obst. & Gynec., 1937, 34: 163. 

Septic abortion treated with “‘prontosil.’’ R. Sr. J. 
Lyspurn. J. Roy. Army Med. Corps., Lond., 1937, 
69: 50. 

Death from air embolism due to attempted abortion, 
with a medicolegal interest. I. Hamitton. Med. J. 
Australia, 1937, 2: 183. 

The probable hormonal effects in postabortal aggrava- 
tion of tuberculosis. R. ScHwarcz. Bol. Soc. de obst. y 
ginec. de Buenos Aires, 1937, 16: 166. 

Hormonal diagnosis in retained dead ovum. AL. 
CRAINICEANU, S. GOLDENBERG-BAYLER, and I. Popescu- 
Dory. Gynec. si obst., 1937, II: 310. 

The hormone of the posterior lobe of the hypophysis in 
the hypophyses and placenta of eclamptic patients. M. 
ROHLOFF. 1936: Goettingen, Dissertation. 

Eclampsia as a latent disease released by pregnancy. 
G. Bup. Arch. f. Gynaek., 1936, 162: 497. 

Eclampsia and its sequelz. H. M. vines and D. E. 
Rew. Am. J. Obst. & Gynec., 1937, 34: 1 

The x-ray in obstetrics. M.  Gynécologie, 
1937, 36: 201. 

Surgical complications during pregnancy at the Chicago 
Lying-In Hospital. W. J. Dieckmann. Surgery, 1937, 


Labor and Its Complications 


The cervix in parturition. J. P. Clemens. Med. Rec., 
New York, 1937, 146: 33. 

The number of contractions in supervised delivery. 
W. GetsenporF. Gynéc. et obst., 1937, 35: 355- 

Obstructed labor due to leiomyoma. H. YUEN and R. 
Botton. Chinese M. J., 1937, 52: 101. 

The course of labor following conservative operations 
for myoma. R. BreiTer. Zentralbl. f. Gynaek., 1937, 


. 82. 

: — by the rectum. J. P. Pater. Brit. M. J., 1937, 
I: 115 

Kielland forceps for is. H. HOEGLER. 
Zentralbl. f. Gynaek., 1936, p. 27 

Symphyseotomy. H. HEuck. f. Geburtsh. 
u. Gynaek., 1937, 104: 316. 

Several cases of hemorrhage from rupture of the umbili- 
cal vessels in velamentous insertion of the cord. T. M. 
CaFFARATTO. Ginecologia, Torino, 1937, 3: 364. [425] 

Outline of operative obstetrics. A. DOEDERLEIN. 
1937: Leipzig, Thieme. 

A plea for conservatism in the use of cesarean section. 
L. J. Harris. Canadian M. Ass. J., 1937, 37: 32. 

Obstetrics in the home and abdominal cesarean section. 
F. Stecert. Zentralbl. f. Gynaek., 1936, p. 2402. 


Obstetrical analgesia. F. E. Kiiman and E. M. Lazaro. 
Minnesota Med., 1937, 20: 444. 

Atelectasis as a complication of obstetrical analgesia. 
G. R. Caeatuam. Am. J. Obst. & Gynec., 1937, 34: 160. 

The use of evipan- -sodium for narcosis, anesthesia, and 
twilight sleep in obstetrics and gynecology. V. FoEDER1. 
Arch. f. Gynaek., 1936, 163: 123. (426) 


Puerperium and Its Complications 


Coalescence of the vaginal walls a ing delivery. 
S. Tassovatz. Gynécologie, 1937, 36: 2 

Pneumococcic peritonitis after “De LA 
NIERRE. Mém. |’Acad. de chir., Par., 1937, 63: 774. 

Puerperal infection. C. H. PrcKHAM. Internat. Clin., 
1937, 2: 260. 

The treatment of puerperal fever. H. Knaus. Schweiz. 
med. Wchnschr., 1936, 2: 1141. 


Complete inversion of uterus with total prolapse on 


fourth day of the puerperium. T. D. HucHes. Med. j. 
Australia, 1937, 2: 22. 

Purpura hemorrhagica complicating the puerperium. 
A. C. Posner. Am. J. Obst. & Gynec., 1937, 34: 155. 

Heart disease complicating the puerperium. D. Conso1t. 
Clin. ostet., 1937, 39: 249. 

The care of the breast and nipples in pregnancy and 
the apm. W. B. Mount. Internat. Clin., 1937, 
2: 206 


Newborn 


Icterus neonatorum and blood groups. 
Gynéc. et obst., 1937, 35: 365. 

The cause of icterus neonatorum. A. GREIL. Ztschr. f. 
Geburtsh. u. Gynaek., 1936, 113: 298. 


MARTINET. 


Miscellaneous 


Recent trends in obstetrics. G. H. PHetps. Colorado 
Med., 1937, 34: 484. 

Obstetrics in the home. R. W. deta Radiol. Rev. & 
Mississippi Val. M. J., 1937, 59: 12 

Velamentous insertion of bilobate H. WALpER. 
Gynéc. et obst., 1937, 35: 361. 

Intra-uterine staphylococcal infection. J. P. Emmricu. 
Zentralbl. f. Gynaek., 1937, p. 636. 

The uterus and cases of vesicular mole. G. TRAINa. 
Monatsschr. f. Geburtsh. u. Gynaek., 1036, 104: 82. 

Two cases of acute generalized peritonitis following 
hydatidiform mole. Mercer. Mém. l’Acad. de chir., 
Par., 1937, 63: 730. 

Early diagnosis (eighth week) of a malignant complica- 
tion following hydatidiform mole by the short hormonal 
method of Brindeau-Hinglais. A. BrrnpEAU, H. HINGcLats, 
M. Hrincrats, and MERGER. Mém. |’Acad. "de chir., Par., 


1937, 63: 733. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Experimental and studies of adrenal insufficiency. 
R. A. CLEGHORN, E. W. McHenry, G. A. McVicar, and 
D. W. OverEND. Canadian M. Ass. J., 1937, 37: 48. 

Neuroblastoma of the adrenal, with massive metastases 
and purpura. N. Cust. Med. J. Australia, 1937, 2: 57. 

The suprarenal glands. An experimental and patho- 
logical contribution. S. THADDEA. 1936: Leipzig, Thieme. 

Contribution"on ectopic kidney. A. M. Crark. Glasgow 
M. J., 1937, 128: 45. 


The pyelorenal reflux in normal and pathological condi- 
tions. D. PRanpI. Sperimentale, 1937, 91: 72. 7 
Vertical pyelography in one or two positions. HEt7z- 
Boyer. J. d’'urol. méd et chir., 1937, 43: 330. {427} 
Nephroptoses with case summaries. L. ATHERTON. 
Kentucky M. J., 1937, 35: 332. 
Sand in the kidney pelvis or ureter. G. Marion. J. 
d@urol. méd. et chir., 1937, 43: 297. [428} 
Anatomical condition of the kidney after removal of the 
aorticorenal ganglion. D. Cippio. Policlin., Rome, 1937, 
44: sez. chir. 246. 


25 
kid 
La 
4 
col 
Ne 
di 
ve 
Ar 
ne 
los 
B. 
vA 
P. 
Br 
inf 
19 
cu 
B: 
rel 
an 
Ly 
an 
Z. 
au 
Su 
di: 
19 
43 
0 
m 
At 
M 
38 
mé 
an 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Renal ectopia. G. ONETO. Arch. ital. di urol., 1937, 14: 


250. 
“Infection of the renal parenchyma from the pelvis of the 
kidney. H. F. HEtmuoxz. Am. J. Dis. Child., 1937, 54: 1. 

Medullary necrosis of the kidneys. H. L. SHEEHAN. 
Lancet, 1937, 233: 187. 

A case of iliac ectopic discoid kidney complicated by a 
cortical abscess. R. MARTONE. Policlin., Rome, 1937, 44: 
sez. prat. IOII. 

Fifteen cases of metastatic paranephritic abscess. L. 
Norrutn. Nord. med. Tidskr., 1937, p. 207. 

Bilateral renal tuberculosis. A. Martnt. Arch. ital. 
di urol., 1937, 14: 187. [428] 

Blood culture of the general circulation and of the renal 
vein in tuberculosis of the kidney and bladder. A. BARELLA. 
Arch. ital. di urol., 1937, 14: 224. 

Spontaneous cure in renal tuberculosis. 
Magy. Orv., 1936, 17: 193. 

The relationship between anatomic changes in the kid- 
ney and the clinical symptoms in chronic renal tubercu- 
losis. Z. E. IsHtkKAWA. Mitt. a. d. Path., 1937, 9: 315. 

Partial resections of the kidney. A. E. GotpsTErN and 
B. S. ABEsHOUSE. J. Urol., 1937, 38: 15. 

The surgical cure of nephritis and nephrosis. E. Mrncaz- 
zint. Arch. ital. di chir., 1937, 45: 533. 

The morphogeny of renal calculus. A. RANDALL and 
P. D. Metvin. J. Urol., 1937, 37: 735. [428] 

The study of posttraumatic calculosis. F. X. MULLER. 
Bruxelles-méd., 1937, 17: 1087. 

Renal pelvic epithelioma with massive calculi and no 
infection. A. W. Apams. Proc. Roy. Soc. Med., Lond., 
1937, 30: 1075. 

Recurrences after operations for renal and ureteral cal- 
culi. E. NICOLAI. 1936: Leipzig, Dissertation. 

Progress in the management of urinary calculi. J. D. 
Barney and H. W. Sutkowrrtcn. J. Urol., 1937, 37 4 

4 

Congenital polycystic kidney. With report of its occur- 
rence in several members of one family. G. R. Gorpon 
and A. Trasorr. Am. J. M. Sc., 1937, 194: 112. 

Unilateral multicystic kidney in an infant. K. D. 
Lyncu and R. F. Toompson. J. Urol., 1937, 38: 58. 

Primary epithelial tumors of renal pelvis. F. L. SENGER 
and J. J. Borrone. Am. J. Surg., 1937, 37: 57. 

Malignant renal tumor with stone. G. Sommer. Beitr. 
z. klin. Chir., 1937, 165: 327. 

Rhabdomyosarcoma of the kidney: case report with 
autopsy findings. W. J. MEsSINGER and W. D. JARMAN. 
Surgery, 1937, 2: 26. 

Blood transfusion in the management of functional renal 
disturbances in surgical patients. H. Musscnuc. Chirurg, 
1936, 8: 924. 

The physiopathology of the upper urinary tracts. T. 
BURGHELE and M. STREJA. J. @urol. méd. et chir., 1937, 
43: 399. 

The experimental problem of ureteropelvic dynamics. 
O. FRANCHE, N. FALcorANno, and G. J. d’urol. 
méd. et chir., 1937, 43: 430. 

Unusual ureteral anomaly. 
Urol., 1937, 38: 67. 

Postcaval ureter. a E. Summ. J. Urol., 1937, 38: 61. 

Ureteral calculus. A. MonTENEGRO and B. MARAINI. 
An. Fac. de ciencias med., 1937, I: 115. 

Large ureteral calculus. C. Morson. Proc. Roy. Soc. 
Med., Lond., 1937, 30: 1079 

Nature of urinary oan 4 s D. BERKE. J. Urol., 1937, 
38: 118. 

The introduction of avertin as a — — in the 
manipulative removal of ureteral calculi. D. JARMAN 
and W. W. Scott. J. Urol., 1937, 38: 111. 


G. MINDER. 


H. A. R. KrEvTzMANn. J. 


479 


Specimens from three cases of ureterocele. H. P. Wrns- 
BURY-WHITE. Proc. Roy. Soc. Med., Lond., 1937, 30: 
1078. 

Ureterohydronephrosis from pelvic inflammatory disease. 
E. KLempner. Am. J. Obst. & Gynec., 1937, 34: 125. 

Tumor of the lower extremity of the ureter. J. DANTE 
and A. Trasucco. Rev. argent. de urol., 1937, 6: 18. 

Increasing the value of intravenous urography by im- 
provements in technique. R. A. BERGER. Am. J. Roent- 
genol., 1937, 38: 156. 

Urography in a nursing child. E. PerMAN and A. Licu- 
TENSTEIN. Acta radiol., 1937, 18: 413. 

Advances in renal surgery. H. Scuuetz. Chirurg, 1936, 

932. 

Uretero- pe implantation. C. C. Hiccrns. Sur- 
gery, 1937, 2: 

Teoisanition ‘of the ureters into the colon. W. WALTERS. 
Surgery, 1937, 2: 12. 

Transplantation of the ureters into the sigmoid colon 
for incontinence due to congenital malformation. M. 
BuFALINI. Policlin., Rome, 1937, 44: sez. prat. 880. 

Aseptic ureterosigmoidostomy. F. E. B. Forry. Sur- 
gery, 1937, 2: 18. 


Bladder, Urethra, and Penis 


A contribution to the roentgenologic anatomy of the 
urinary bladder. G. ForssEty. Acta radiol., 1937, 18: 500. 

High frequency resection of congenital vesical outlet 
obstructions. M. F. CampBett. Med. Rec., New York, 
1937, 146: 26. 

Perivesical abscess with rupture into the bladder second- 
ary to intestino-intestinal fistula (sigmoido-ileal). H. A. 
Fowter. J. Urol., 1937, 38: 74. 

A large vesical calculus in a child. A. TraBucco and 
M. A. Zaprota. Rev. argent. de urol., 1937, 6: 32. 

A hemostatic bag catheter. F. E. B. Forry. J. Urol., 
1937, 38: 134. 

A self-retaining bag catheter. F. E. B. Fotry. J. Urol., 
1937, 38: 140. 

A new cystometer devised to minimize the present diffi- 
culties. D. W. MacKenzie and S. BEck. J. Urol., 1937, 
38: 131. 

Injuries of the urethra. A. T. VastyjEv. Vestnik khir., 
1936, 44: 251. 

Urethral injury from using the metal covered Bakelite 
sheath in transurethral prostatic resection. M. L. Boyp. 
J. Urol., 1937, 38: 100. 

Some principles in the management of urethral stricture. 
M. G. Sutron. Med. J. Australia, 1937, 1: 952. 

Polyp in a diverticulum of the mucosa of the urethra in 
the female. G. Repaupt. Arch. ital. di urol., 1937, 14: 218. 

Successful use of prontosil in a severe case of strepto- 
coccus septicemia following cystoscopy and peri-urethral 
abscess. C. C. Hiccins and F. C. SCHLUMBERGER. Cleve- 
land Clin. Quart., 1937, 4: 232. 

Partial gangrene of the bladder and posterior urethra. 
G. BAtpErI. Arch. ital. di urol., 1937, 14: 246. [432] 

Chronic gonorrhea complicated by strictures of the 
urethra. E. W. Hirscu. Med. Rec., New York, 1937, 
146: 24. 

Primary carcinoma of the urethra. J. S. Lewis, Jr. Med. 
Rec., New York, 1937, 146: 17. 

Simplified technique for circumcision without use of 
sutures. J. B. Jacoss. Northwest Med., 1937, 36: 246. 

Inclusion of an epidermoid cyst in the prepuce. R. DE 
SuRRA CANARD, J. M. Lascano, and J. MENDEz HUERGO. 
Rev. argent. de urol., 1937, 6: 83. 

Operations for carcinoma of the penis. HAERTEL. Zen- 
tralbl. f. Chir., 1936, p. 2903. 


480 


Genital Organs 


Varicocele due to reflux. Late results of Ivanissevich’s 
operation. T. D. Goutart. Semana méd., 1937, 44: 1430. 

Uncontrollable hemorrhage of prostatic enlargement. 
P. H. NitscHke. Am. J. Surg., 1937, 37: 100. 

Abscess of the prostate. Surgical treatment. Immediate 
and definite disappearance of pyuria. N. CARTELLI and 
I. V. AtBornoz. Rev. argent. de urol., 1937, 6: 57. 

Papilliform epithelioma of the prostate. L. R. MOLINA 
and A. Trasucco. Rev. argent. de urol., 1937, 6: 62. 

Prevention and cure of a complication following trans- 
vesical prostatectomy. C. A. MALTESE LERoy. Policlin., 
Rome, 1937, 44: sez. prat. 922. 

Is prostatic hypertrophy a normal disease? I. WuGMEIs- 
TER. Polska Gaz. lek., 1937, p. 144. 

The treatment of prostatic hypertrophy by means of 
electrocoagulation. F. SCHOERCHER. 61. Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1937. [432] 

Results of treatment of subvesical adenoma, so-called 
prostatic hypertrophy. A critical study on the basis of the 
subsequent examination of 384 patients. O. HENNINGSEN. 
Beitr. z. klin. Chir., 1936, 164: 444. [433] 

Safer transurethral electrosurgery for relief of obstructing 
prostates. P. N. Papas. Med. Rec., New York, 1937, 164: 21. 

The surgery of the prostate, open and closed, with espe- 
cial reference to technique. J. F. McCartuy. New Eng- 
land J. Med., 1937, 217: 57. 

The technique of prostate resection. T. M. Davis. J. 
Urol., 1937, 37: 763. 

Carcinoma of the prostate. J. R. CAuLK. J. Urol., 1937, 
37: 832. 

The hormone treatment of cryptorchidism. K. SAnp. 
Ugesk. f. Leger, 1937, p. 299. 

Use of the gonadotropic hormone of pregnancy urine in 
the treatment of male sexual underdevelopment. C. H. 
LAWRENCE and A. M. Harrison. New England J. Med., 
1937, 217: 89. 

Almoscleran in the treatment of hydrocele. B. MARAINI 
and G. IAcApRARO. Rev. argent. de urol., 1937, 6: 43. 

The use of the thermocautery in operation for hydrocele 
testis. O. L. Smrrnov. Vestnik khir., 1936, 44: 109. 

Late results of surgical treatment of hydrocele. L. G. 
Smotyak. Vestnik khir., 1936, 44: 73. 

Chorio-epithelioma of the testis, with report of a case 
showing extensive metastasis. T. J. Krrwiy. J. Urol., 
1937, 38: 


INTERNATIONAL ABSTRACT OF SURGERY 


Testicular atrophy following disturbances of the scrota! 
heat mechanism. W. Dick. Beitr. z. klin. Chir., 1937, 165: 
290. 

The treatment of malignant tumors of the testicle. A. 
Greco. Riv. di chir., 1937, 3: 125. 


Miscellaneous 


Two cases of div: — urological complications. 
W. D. Donerty. Brit. J. Urol., 1937, 9: 153. 

Enuresis. R. HUTCHISON. rly M. J., 1937, 2: 206. 

Non-parasitic chyluria. E. G. WAKEFIELD and G. 
THompson. J. Urol., 1937, 38: 102. 

The roentgen diagnosis of cysticercosis. A. B. ROBINER- 
son. Vestnik khir., 1936, 44: 85. 

Radiodiagnosis in certain cases of urovesical bilharziasis 
observed in Cirenaica. R. ImpaLLoMent. Radiol. med., 
1037, 24: 504. 

The failure of para-aminobenzenesulfonamide therapy in 
urinary tract infections due to group D (Lancefield) beta 
hemolytic streptococci. E. A. Buss and P. H. Lone. 
New England J. Med., 1937, 217: 18. 

P-aminobenzenesulphonamide in treatment of bacterium 
coli infections of the urinary tract. M. Kenny and others. 
Lancet, 1937, 233: 119. 

Latent gonorrhea as a cause of acute polyarticular 
arthritis. W. W. Sprnk and C.S. Kerrer. J. Am. M. Ass., 
1937; 109: 325. 

Artificial fever therapy of gonorrhea in the male. E. H. 
Parsons, P. N. Bowman, and D. E. PLumMer. J. Am. M. 
Ass., 1937, 109: 18. 

Treatment of gonorrhea in the male. Part III. D. W. 
BraNuHAM. J. Oklahoma State M. Ass., 1937, 30: 262. 

Esthiomeme and inflammatory stricture of the rectum 
as part of lymphogranulomatosis inguinale. W. FRer. 
Svensk. Lik. sillsk. Hdl., 1936, 62: 227. 

Urethrovulvar type of inguinal lymphogranulomatosis 
with lymphadenopathy (Nicolas-Favre disease). AL. 
SEIMEANU and C. ADAMESTEANU. Gynec. si obst., 1937, 
II: 283. 

A large dosage of intravenous camphorated urotropin 
in urology. G. CaBpanté. J. d’urol. méd. et chir., 1937, 
43: 393- 

Impotence and its medical treatment. L. M. BEI. 
Illinois M. J., 1937, 72: 80. 

Pseudohermaphroditism and its treatment. E. L. H. 
Exuts. Lancet, 1937, 233: 17. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Movement in sound and diseased joints as affected by 
mechanical qualities of the joint capsule. A. F. DANCKEL- 
MAN. Deutsche Ztschr. f. Chir., 1937, 248: 723. 

Serum phosphatase. C. L. MircHett and R. R. Craw- 
ForRD. J. Bone & Joint Surg., 1937, 19: 630. 

Fragilitas ossium. R. CLEMENT. Presse méd., Par., 
1937, 45: 773: 

Osteogenesis imperfecta. B. L. FLeminc, H. E. Rapascu, 
and T. Wixitams. J. Bone & Joint Surg., 1937, 19: 725. 

Two new cases of osteogenic exostosis. I. GoNI MORENO. 
Semana méd., 1937, 44: 1408. 

The pathogenesis of senile engi. E. Lyon. Am. 
J. Digest. Dis. & Nutrition, 1937, 4: 332 

Acute bone atrophy. W. RIEDER. Deutsche Ztschr. f. 
Chir., 1936, 248: 269. [436 


Calcium deposits about joints. H. B. Hircucocx. West. 
J. Surg., Obst. & Gynec., 1937, 45: 353- 

The clinical aspect and pathology of synovioma. A. 
Fenr. Beitr. z. klin. Chir., 1937, 165: 88. [437] 

A case of arthritis of the spine with neurological mani- 
festations. J. Grrtespre. Irish J. M. Sc., 1937, 137: 215. 

A case of familial chronic polyarthritis. A. ROBECCHI 
and M. PEscaRMONA. Minerva med., 1937, 28: 480. 

The Grocco-Poncet disease in the picture of chronic 
polyarthritis. D. Locréscrno. Arch. ital. di chir., 1937, 
45: 201. 437 

A case of suppurative polyarthritis caused by bacillus 
suipestifer. N. V. Soxotov, A. A. Kuonpu, and A. T. 
KoLecayEva. Vestnik khir., 1936, 44: 30. 

Hydro-arthrosis of allergic origin. W. C. SERvIcE. Am. 
J. Surg., 1937, 37: 121. 

Gumma of muscle. C. Harnes. Am. J. Surg., 1937, 37: 
125. 


| 

sti 
II 

19 

Ge 
SE 

FE 
19 
th 
R. 
pa 

sa 
ra 
29 
Cl 
bo 

j. 
19g 
an 
di: 
Be 
Co 
Be 
th 
ch 
an 
i 

wi 
Su 
ve 

Zz. 
19 
tra 
ve) 
19. 
wil 
LE 


iets muscular dystrophy; a biochemical endocrine 
study. L. Berman. New York State J. M., 1937, 37: 
IIQI. 

Myositis ossificans. T. V. ARSHINNIK. Vestnik khir., 
1936, 44: 81. 

Excretion of Vitamin C in osteomyelitis. M. A. ABBAsy, 
L. J. Harris, and N. G. Hity. Lancet, 1937, 233: 177. 

Further report on osteomyelitis at the Massachusetts 
General Hospital. R. H. MILLER and M. N. SmirH-PETER- 
sEN. New England J. Med., 1937, 216: 827. [437] 
** Roentgenography of tuberculosis of the joints. A. B. 
Fercuson. J. Bone & Joint Surg., 1937, 19: 653. 

myositis. C. LENorMANT. J. de 
1937, 2: [438] 
Octeitis deformans (Paget’s disease): fissure fractures— 
their etiology and clinical significance. M. L. ALLEN and 
R. L. Joun. Am. J. Roentgenol., 1937, 38: 109 

Bone insufficiency due to unilateral weight Soaian: with 
particular reference to Paget’s disease. H. BrrrNer. Arch. 

f. klin. Chir., 1937, 188: 175. 

Two cases of syphilitic osteitis simulating osteogenic 
sarcoma. N. WESTERMARK and S. HELLERSTROM. Acta 
radiol., 1937, 18: 422. 

Multiple chondromas. J. D. PEAKE. Radiology, 1937, 
29: III. 

Benign giant-cell bone tumors. 
Chirurg, 1937, 9: 245. 

Contribution to the question of giant-cell sarcoma of the 
bone system. S. MusTAKALLIO. Acta radiol., 1937, 18: 528. 

Peritendinitis crepitans. A muscle-effort syndrome. N. 
J. Howarp. J. Bone & Joint wig 1937, 19: 447. [439] 

A case = eee ossea. J. L. LApEyre. Lyon chir., 
1937, 34: 

he hemiohd fossa of the clavicle. E. P. PENDERGRASS 
and P. J. Hopes. Am. J. Roentgenol., 1937, 38: 152. 

A case of bilaterai congenital high shoulder (Sprengel’s 
disease). B. KaRaGEorGIs. Ztschr. f. Orthop., 1937, 66:36. 

Os acromiale—a contested anomaly. F. LiBerson. J. 
Bone & Joint Surg., 1937, 19: 683. 

Rupture of the supraspinatus—1834 to 1934. E. A. 
CopMAN. J. Bone & Joint Surg., 1937, 19: 643. 

Rupture of the supraspinatus tendon. L. Mayer. J. 
Bone & Joint Surg., 1937, 19: 640. 

Malacia of the semilunar bone. Two cases of removal of 
the bone with good results. R. Dupau. Mém. I’Acad. de 
chir., Par., 1937, 63: 641. 

A double os centrale carpi. W. WretrTE. Monatsschr. f. 
Unfallheilk., 1937, 44: 193. 

A case of ‘Dupuytren’ s disease. G. LonprEs, P. Nava, 
and O. > ‘ame Bol. da Sec. Geral de Satide e assist., 
1936, 2: [439] 

Multiple epiphyseal anomalies in the hands of a patient 
with Legg-Perthes’ disease. C.O. ApAMs. J. Bone & Joint 
Surg., 1937, 19: 814. 

Spinal deformity following tetanus and its relation to 
juvenile kyphosis. O. T. Roperc, Jr. J. Bone & Joint 
Surg., 1937, 19: 603. 

Root pain ie from intraspinal protrusion of inter- 
vertebral discs. Diagnosis and surgical treatment. J. C. 
Love and J. D. Camp. J. Bone & Joint Surg., 1937, 19: 776. 

Unusual locations of tuberculous lesions in the spine. 
Z. B. Apams and J. J. Decker. J. Bone & Joint Surg., 
1937, 19: 719 

Lesions of the lumbosacral spine. Part II. Chronic 
traumatic (postural) destruction of the lumbosacral inter- 
vertebral disc. P. C. Witttams. J. Bone & Joint Surg., 
1937, 19: 690. 

A case of severe kyphosis vertebralis juvenilis developing 
without pain. F. Pariset-LECLERQ and A. PARISEL- 
LecLeRQ. J. de méd. de Bordeaux, 1937, 114: 661. 


G. E. Konjetzny. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


481 


The mechanics of the lumbosacral and sacro-iliac joints. 
L. T. Brown. J. Bone & Joint Surg., 1937, 19: 770. 

Low-back lesions. J. E. Gotptnwarr. J. Bone & Joint 
Surg., 1937, 19: 810. 

The compensation aspects of low-back conditions. H. L. 
PRINCE. J. Bone & Joint Surg., 1937, 19: 805. 

Painful coccyx. G. A. Duncan. Arch. Surg., 1937, 34: 
1088. 440 

Congenital defects of the femur. L. VERFARTH. 1036: 
Bleicherode a. H., Nieft. 

Congenital coxa vara occurring in identical twins. G. A. 
Duncan. Am. J. Surg:, 1937, 37: 112. 

Acute Neisserian intrapelvic protrusion of the acetab- 
ulum (Otto pelvis). D. SLOANE and M. F. SLoane. J. 
Bone & Joint Surg., 1937, 19: 843. 

Semilunar cartilage derangements. P. H. KREUSCHER. 
Surg. Clin. North Am., 1937, 17: 315. 441 

Calcification of the semilunar cartilages of the knee joint. 
I. BALENSWEIG and D. M. Boswortu. Surgery, 1037, 2 
120, 

Koehler-Pellegrini-Stieda disease. A. J. Pyrer. Cas. 
lék. Eesk., 1936, p. 1430. 

Internal derangements of the knee. H. A. Swart. West 
Virginia M. J., 1937, 33: 304. 

The pathology of meniscal injuries. W. CEELEN. Arch. 
f. orthop. Chir., 1937, 37: 334, 376. 

Injuries to the menisci of the knee. H. BUERKLE-DE LA 
Camp. Arch. f. orthop. Chir., 1937, 37: 354, 376. 

Injuries of the menisci of the knee. E. Hustrnx. Nederl. 
Tijdschr. v. Geneesk., 1937, p. 1218. 

Injury to the medial ligaments of — knee. F. JAKos. 
Muenchen. med. Wchnschr., 1937, 1: 12 
Periarthritis ossificans of the knee. 

Orthop., 1937, 66: 38. 

Brodie’s abscess. A. L. RezNitsky. Vestnik khir., 1936, 
44: 110. 

Osteopathia itineraria tibiae. L. J. Acta 
radiol., 1937, 18: 526. 

A study of Osgood-Schlatter disease. J. P. Cote. Surg., 
Gynec. & Obst., 1937, 65: 55. 

Fascial hernia of lower extremities. 
Am. M. Ass., 1937, 109: 28. 

Development of a typical case of Volkmann’s contrac- 
ture. J. LEveur. Mém. l’Acad. de chir., Par., 1937, 63: 


Ztschr. f. 


A. A. SCHMIER. J. 


751. 

Spurs of the calcaneus. M. T. Kustrx. Vestnik khir., 
1936, 43: 266. 

Os subcalcis. R. A. MILLIKEN. 
116. 
Unusual hallux-varus deformity and its surgical correc- 
tion. Case report. M. T. Horwitz. J. Bone & Joint Surg., 
1937, 19: 828. 


Am. J. Surg., 1937, 37: 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The treatment of myositis ossificans multiplex progres- 
siva. S.S. AXELRUD. Vestnik khir., 1936, 44: 82. 

Conservative treatment of osteomyelitis in the acute 
phase. G. Baccio. Riforma med., 1937, 53: 

The treatment of acute osteomyelitis. 
Cirug. ortop. y traumatol., 1937, 5: 3. 

The treatment of acute osteomyelitis in children and ado- 
lescents. M. FEvre. Ann. méd.-chir., Par., 1937, 2: 9.[441] 

A study of the treatment of acute staphylococcus osteo- 
myelitis of the long bones of the limbs in its early stage in 
children and adolescents. P. ARTAUD. Thesis of Marseille. 
Presse méd., Par., 1937, 45: 669. 442 

The problems in the treatment of bone and joint tuber- 
culosis. G. JAEGER. Orvosképzés, 1936, 26: 760. [443] 


779- 
E. SORRELL. 


482 INTERNATIONAL ABSTRACT OF SURGERY 


Bone block operation in tuberculous spondylitis. R. J. 
HaRRENSTEIN and G. J. Huét. Nederl. Tijdschr. v. 
Geneesk., 1937, p. 1002. 

The unpadded plaster cast. F. G. SCHNEK. 1937: Wien, 
Maudrich. 

Replacement of the thumb with the index finger. A. 
Buze.Lo. Zentralbl. f. Chir., 1936, p. 2945. 

regener of tennis elbow. G. P. Mitts. Brit. M. J., 
1937, 2: 21 

Results of fasciotomy for the relief of sciatic pain. A. DE 
F. Sara. J. Bone & Joint Surg., 1937, 19: 765. 

The treatment of coxalgia. E’A. Vorra. Semana méd., 
1937, 44: 1382. 

Hip joint fusion. K. Speep. Surgery, 1937, 1: 740. [443] 

Subtrochanteric osteotomy for vicious ankylosis of the 
hip. P. Topa and D. Caramzutesco. Bruxelles-méd., 
1937, 17: 1126. 

Experiences with the operative treatment of chronic de- 
forming diseases of the hip. H. BARTHELMES. 1936: Frank- 
furt a. M., Dissertation. 

Sacro-iliac fusion. F. A. BLoom. J. Bone & Joint Surg., 
1937, 19: 704. 

Operative treatment of coccygodynia. J. A. Key. J. 
Bone & Joint Surg., 1937, 19: 7590. 

Experiences with re-opening the knee joint following 
meniscal injuries. ANDREESEN. Arch. f. orthop. Chir., 
1937, 37: 434- 

Ten operated cases of injuries to the crucial ligaments in 
the knee joint. I. PAtmer. Acta chirurg. Scand., 1937, 79 

444 


_ re fixation in resection of the knee. RENE 
and CHarry. Bull. et mim. Soc. d. chirurgiens de Par., 
1937, 29: 209. 

Arthrotomy in synovial tuberculosis of the knee. J. 
Gautier. Mém. l’Acad. de chir., Par., 1937, 63: 797- 

Operative treatment of tuberculosis of the knee joint. S. 
TrecuBov. J. Bone & Joint Surg., 1937, 19: 734. 

Clinical and therapeutic contribution on lipoma arbores- 
cens of the knee joint. R. Demet. Med. Klin., 1937, 1: 322. 

The treatment of flat-foot by means of exercise. E. 
BeTTMANN. J. Bone & Joint Surg., 1937, 19: 821. 

Oblique osteotomy of the os calcis as a typical operation 
for deformities of the foot. LINDEMANN. Ztschr. f. Orthop., 
1937, 66: 3109. 

Operative treatment of coxa vara infantilis. J. JANEK. 
Cas. lék. éesk., 1936, p. 1468. 


Fractures and Dislocations 


Unusual fractures and their treatment. D. Hinton. 
Pennsylvania M. J., 1937, 40: 840. 


Improved type of universal fracture frame. W. E. 


Josepu. Lancet, 1937, 233: 20 

The action of iodoform upon ‘the callus of fractures. D. 
Roprno. Clin. chir., 1937, 13: 219. 444 

The treatment of pseudarthrosis. B. Martin. Med. 
Welt, 1937, p. 420. 

The treatment of fractures and pseudarthroses and their 
medicolegal significance. F. KoeniG and E. Wrirtu. Arch. 
f. orthop. Chir., 1937, 37: 448. 

Experiences with wire extension. G. MaGnus. Arch. f. 
orthop. Chir., 1937, 37: 452. 

The choice of bone grafts in fracture surgery. W. K. 
West. South. M. J., 1937, 30: 685. 

Treatment of fractures of the clavicle. A special stand to 
facilitate the reduction and application of cast. R. JAck- 
son. J. Bone & Joint Surg., 1937, 19: 830. 

Immobilization of fracture of the clavicle by means of 
plaster of Paris. R. E. BAker. U.S. Nav. M. Bull., 1937, 
35: 343- 


Fracture of the clavicle by the method of Borchgrevink 
B. Vozenftex. Cas. lék. fesk., 1936, p. 


_o of the tuberosities of the humerus. T. M. 
Fotey. South. M. & S., 1937, 90: 337. 

Immediate mobilization of fractures of the humerus by 
Séjournet’s method. P. SEjou _ Bull. et mém. Soc. d. 
chirurgiens de Par., 1937, 29: 

Note on a case of fracture- Sidioneilien of the elbow joint. 
A. A. Bonar. Glasgow M. J., 1937, 128: 18. 

Chronic dislocation of elbow. M. T. Horwitz. Am. J. 
Surg., 1937, 37: 118. 

The treatment of fractures of the wrist. J. IGNacio 
TarRAFA. Cirug. ortop. y traumatol., 1937, 5: 22. 

Fractures of both bones of the forearm; a method of fix- 
ation. J. D. Biscarp. Surg., Gynec. & Obst., 1937, 65:90. 

An unusual complication of Colles’s — H. A. 
SWEETAPPLE. Med. J. Australia, 1937, 1: 

Internal splinting of fractures of the fitth. metacarpal; 
D. M. Boswortu. J. Bone & Joint Surg., 1937, 19: 826. 

Some difficulties in the treatment of dislocations of the 
cervical vertebra. T. K1nc. Australian & New Zealand J. 
Surg., 1937, 6: 380. 444 

The intervertebral cartilages in compression fractures in- 
volving the spine. P. von Puxy. Arch. f. klin. Chir., 1937, 
188:171. 

The fixation of diaphyseal fractures; the use of pegs of 
“os purum.” H. Larritre. Mém. |’Acad. de chir., Par., 
1937, 63: 651. 444 

The consequences and late results of traumatic disloca- 
tions of the hip. R. MAssart and G. VipAL-NaAQuET. Bull. 
et mém. Soc. d. chirurgiens de Par., 1936, 28: 439. [445] 

The problem of the reduction of high dislocations of the 
hip. The importance of detortion of the femoral neck in 
surgery of the hip. ZAHRADNICEK. Mém. |’Acad. de chir., 
Par., 1937, 63: 645. 

The operative treatment of fresh fractures of the neck of 
the femur. F. FELSENREICH. 1937: Wien, Maudrich. 

Closed reduction of fractures of the femoral neck. J. 
Vatts, C. E. OTTOLENGHI, and V. C. Grrarpi. An. Fac. 
de ciencias med., 1937, I: 277. 

Open treatment of fractures of the femoral neck. J. 
Vatts. An. Fac. de ciencias med., 1937, 1: 147. 

The technique for spiking the femoral neck. VALLs. 
Mém. I’Acad. de chir., Par., 1937, 63: 640. 

Internal fixation of fractures of the neck of the femur. 
M.S. HENDERSON. Radiol. Rev. & Mississippi Val. M. J., 
1937; 59: 132. 

Report of seventeen consecutive cases of fracture of the 
femoral neck treated by internal fixation. H. R. WHEAT. 
New England J. Med., 1937, 217: 97. 

Corkscrew-bolt for compression-fixation of femoral neck 
fractures. R. K. LippMann. Am. J. Surg., 1937, 37: 79. 

Introduction of the Smith-Petersen pin in treatment of 
intracapsular fractures of the neck of the femur. K. H. 
PripIE. Lancet, 1937, 233: 126. 

Personal new instrumental technique for open osteo- 
synthesis of the femoral neck. J. VALts and E. H. Laco- 
MARSINO. An. Fac. de ciencias med., 1937, 1: 405. 

Extension apparatus for reduction and fixation of frac- 
tures of the thigh and leg. E. SereGuy. Zentralbl. f. Chir., 
1937, P- 559. 

Treatment of a spiroid fracture of the leg by nailing with- 
out uncovering the focus of the fracture. R. M. p’AUBIGNF. 
Mém. I’Acad. de chir., Par., 1937, 63: 683. 

The operative management of habitual dislocation of the 
patella. P. Partset. Arch. ital. di chir., 1937, 15: 641. 

The treatment of fractured patella by excision. A study 
of morphology and function. R. Brooke. Brit. J. Surg., 
1937, 24: 733- (446) 


di 
B 
th 
a 
it 
P 
Os 
m 
m 
s¢ 
Z 
se 
in 
M 
H 
bo 
II 
tr 
As 
ite 
we 
of 
Cc 
19 
fo 
an 
an 
on 
sh 
Ini 
ane 
pel 
19, 
ext 
mé 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Myoplastic operation for recurrent habitual recent lateral 
dislocation of the patella in a sixteen-year-old girl. J. 
BRAINE. Mém. l’Acad. de chir., 1937, 63: 805. 

Joint changes resulting from patellar displacement and 
their relation to degenerative joint disease. G. A. BENNETT 
and W. Bauer. J. Bone & Joint Surg., 1937, 19: 667. 

Epicondylar tear of the lateral ligament of the knee and 
its sequela. ‘“‘Pellegrini-Stieda’s disease.” Presse méd., 
Par., 1037; AS: 797- 

The surgical treatment of severe fractures of the tuber- 
osities of the tibia. A. IncLAN. Cirug. ortop. y traumatol., 
1937) 5:3 

om of the external tibial condyle (central displace- 
ment with depression and a large external cortical frag- 
ment) treated by open reduction and bone-graft with metal 
screws. J. BAUMGARTNER. Lyon chir., 1937, 34: 170. 

Depression fractures of the tibial condyle. LEHMANN. 
Zentralbl. f. Chir., 1936, p. 2672. 

Fracture of the fibula. H. GRAEF. 1936: Goettingen, Dis- 
sertation. 

Two cases of fracture of the calcaneus managed by bolt- 
ing after reduction through the use of two Kirschner wires. 
M. p’AuBIGNE. Mém. |’Acad. de chir., Par., 1937, 63: 784. 

Conservative therapy for fracture of the os calcis. O. J. 
HERMANN. J. Bone & Joint Surg., 1937, 19: 700. 


483 


Orthopedics in General 


A brace for the correction of spastic pronation contrac- 
ture of the forearm. M.S. Burman. J. Bone & Joint Surg., 
1937, 19: 838. 

The orthopedic care of injuries to the upper extremity. F. 
KIRSCHNER. Med. Welt, 1937, pp. 430, 406. 

A brace for arthritic hip joints. D. Kinc. J. Bone & 
Joint Surg., 1937, 19: 836. 

Internal-rotation for femur. H. Mitcu. J. Bone & 
Joint Surg., 1937, 19: 842. 

Some aids in exercising and strengthening the muscles of 
the foot. bg THOMSEN. Muenchen. med. Wchnschr., 
1936, 2: 19 

Should = Pirogoff’s amputation? R. PAVASARs. 
Monatsschr. f. Unfallheilk., 1937, 44: 120 

Should we discard Pirogoft’s seapunaaien? M. Zur 
VertH. Monatsschr. f. Unfallheilk., 1937, 44: 133. 

A pneumatic tourniquet. W. C. CAMPBELL and H. B. 
Boyp. J. Bone & Joint Surg., 1937, 19: 832. 

A portable frame for the application of hip and shoulder 
spicas and Calot jackets. Rk. Mazet, Jr. J. Bone & Joint 
Surg., 1937, 19: 840. 

A “spica board” or box. F. J. Cotron. J. Bone & Joint 
Surg., 1937, 19: 834. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


The effect of certain diseases of the skin of the leg on the 
bones of the leg, with particular reference to varicose veins. 
J. Guszman. Orvosi hetil., 1937, p. 303 

A large varicose ulcer. Multiple grafts. G. PetcEs, A. 
siege and L. Sarrat. J. de méd. de Bordeaux, 1937, 
114: 

The a of treatment of vasospastic states of the ex- 
tremities: an experimental analysis in monkeys. P. B. 
Ascrort. Brit. J. Surg., 1937, 24: 787. 

Experimental traumatic aneurysm. C. UcceErt. Arch. 
ital. di chir., 1937, 45: 361. 7 

Femoral arteriovenous aneurysm. J. F. Scott. North- 
west Med., 1937, 36: 248. 

Cirsoid aneurysm, with special reference to a new method 
of treatment. F. W. MarsHaty. J. Roy. Army Med. 
Corps, Lond., 1937, 69: 16. 

Cirsoid aneurysm. E. L. BELUFFI. 
1937, 44: sez. chir., 221. 

Peripheral vascular disease. H. S. Stacy. 
Australia, 1937, 1: 989. 

Peripheral vascular disturbances: evaluation of methods 
for their study. A. H. Etxiot, R. D. Evans, C. S. Stone, 
and P. A. Gray. California & West. Med., 1937, 47: 13. 

An experimental study on the nature of hemolytic shock 
and blood transfusion. LX. Further experimental study 
on the pathogenesis of vascular disturbances in hemolytic 
shock. J. Petrorr and L. Bocomotova. Arch. f. klin. 
Chir., 1937, 188: 65. 

Primary inflammation of arteries. H. T. KARSNER. Ann. 
Int. Med., 1937, 11: 164. 

Some diseases of the peripheral arteries. FE. V. ALLEN 
and I. L. Norman. U.S. Nav. M. Bull., 1937, 35: 300. 

The blood-cholesterol response to intravenous therapy in 
peripheral arterial disease. H. G. Jacosrt. Am. J. M. Sc., 
1037, 193: 737: [448] 

An attempt at treatment of stenosing arteritis of the 
extremities by the use of vitamin B. G. Bicekt. Rev. 
méd. de la Suisse Rom., p. 321. 


Policlin., Rome, 


Med. J. 


The treatment of endarteritis obliterans. R. REICHE- 
GrRossE. 1936: Hamburg. Dissertation. 

Two cases of segmentary arteritis obliterans of the lower 
limbs diagnosed by artierography and successfully treated 
by arteriectomy. FLANDIN, BAzy, PouMEAU-DELILLE, and 
DE GRACIAUSKY. Bull. et mém. Soc. méd. d. hop. de Par., 
1937; 53: 634. 

Experimental arterial emboli. L. Corniz, F. Carcas- 
SONNE, M. MosInGer, and H. Haimovicr. Ann. d’anat. 
path., 1937, 14: [448] 

Thrombo-angiitis obliterans in father and son. F. P. 
WEBER. Lancet, 1937, 233: 72. 

A case illustrating the analogy between essential hyper- 
tension and Raynaud’s and Buerger’s disease. G. CRILE. 
Cleveland Clin. Quart., 1937, 4: 184. 

The treatment of thrombophlebitis; with acetyl-beta- 
methyl choline chloride iontophoresis. H. L. Murpuy. 
Surg., Gynec. & Obst., 1937, 65: 100. 

“mbolism of the femoral artery of unknown cause. Early 
embolectomy. Recovery. SICARD, THOMERET, and CHAM- 
BON. Mém.1’Acad. de chir., Par., 1937, 63: 762. 

Spontaneous thrombotic embolism of the tibial-peroneal 
trunk, with secondary thrombotic emboli. Embolectomy. 
G. M. Giutrant. Arch. ital. di chir., 1937, 45: 129. [449] 

Embolus due to bifurcation of the aorta. T. NAEGELI. 
Zentralbl. f. Chir., 1937, p. 593. 


Blood; Transfusion 


An experimental study on. the effect of the transfusion 
of preserved blood which has partially coagulated. T. 
R. Petrov and H. Kasumov. Vestnik khir., 1936, 43: 


214. 

Blood transfusion. F. H. Lams. Radiol. Rev. & Missis- 
sippi Val. M. J., 1937, 50: 142. 

Results of blood transfusions in primary pneumonia in 
infants andin children. J. M. ARENA. Am. J. Dis. Child., 
1937, 54: 23- 

Urinary suppression following blood transfusion. S. L. 
BAKER. Lancet, 1937, 232: 1390. 5) 


484 INTERNATIONAL ABSTRACT OF SURGERY 


Lymph Glands and Lymphatic Vessels 


Experimental studies on lymphatic blockage. A. BLa- 
Lock, C. S. Roprnson, R. S. CUNNINGHAM, and M. E. 
Gray. Arch. Surg., 1937, 34: 1049. 


The interpretation and significance of Gordon’s test in 
the diagnosis of Hodgkin’s disease. A study of 100 cases. 
C. E. VAN Rooyen. Edinburgh M. J., 1937, 44: 455. 

Lymphosarcoma with perforation of gastric and intes- 
tinal new growth. E. Davis. Brit. M. J., 1937, 2: 64. 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


Disinfection of the operating field with ten per cent 
bactolalcohol. J. Vorscuuetz. Zentralbl. f. Chir., 1936, 
p. 3022. 

The use and abuse of intravenous therapy in surgery. 
T. G. Orr. J. Missouri State M. Ass., 1937, 34: 210. 

Technique of skin grafting. A. DE L. MAyNarp. Am. J. 
Surg., 1937, 37: 92. 

Repair of facial defects with special reference to the 
source of skin grafts. J. W. Matrintak. Arch. Surg., 1937, 
34: 897. 

A new operation for the control of pain. Diez. Bol. y 
trab. Soc. de cirug. de Buenos Aires, 1937, 21: 249. 

Operation-room infections: control of air-borne patho- 
genic organisms, with particular reference to the use of 
special bactericidal radiant energy. Preliminary report. D. 
Hart. Arch. Surg., 1937, 34: 874. [450 

Is adequate masking essential for the patient’s protec- 
tion? J.S. Davis. Ann. Surg., 1937, 105: ggo. 

Operation and diabetes. F. K. Srorrrinc. Med. Klin., 
1936, 2: 1589. 

New aspects of postoperative illness. R. Lertcue. J. 
Internat. de chir., 1937, 2: 177. 451 

Postoperative complications. D. GALLI DELLA Loccra. 
Rassegna internaz. di clin. e terap., 1937, 18: 468. 

Postoperative care. C. B. PuEstow. J. Indiana State 
M. Ass., 1937, 30: 338. 

Management of postoperative pain. S. H. BABINGTON. 
California & West. Med., 1937, 47: 23. 

Oxygen metabolism in postoperative shock. H. WAHREN. 
Ztschr. f. Kreislaufforsch., 1937, 29: 149. 

Progressive postoperative gangrene of the skin. H. H. 
Scuutnk. Med. J. Australia, 1937, 2: 21. 

Postoperative pulmonary complications. A. H. MILLER. 
New England J. Med., 1937, 216: 973. [451] 

Postoperative intestinal obstruction. C. ZUCKERMANN. 
Rev. mex. de cirug., ginec. y cdncer, 1937, 5: 150. 

Management of postoperative distention. B. Davis. 
Northwest Med., 1937, 36: 234. 

The treatment of postoperative urinary retention. G. 
Stuppericu. Med. Welt, 1937, p. 182. 

Bronchoscopy as a treatment of postoperative atelectasis. 
J. A. PeERRONE. Pennsylvania M. J., 1937, 40: 842. 

Postoperative thrombosis and embolism in the Ziirich 
University Surgical Clinic in the years 1919-1934. A. 
NEUSTAEDTER. 1936: Ziirich, Dissertation. 

Newer experiences in postoperative thrombosis and 
embolism. R. T. von JascHke. Chirurg, 1937, 9: 274. 

A preliminary report on postoperative treatment with 
heparin as a preventive of thrombosis. C. CRAFoorD. Acta 
chirurg. Scand., 1937, 79: 407. [452] 

The prevention of postoperative thrombosis and embo- 
lism. H.H.Scumip. Zentralbl. f. Gynaek., 1937, p. 307. 

452 

Failure of prophylaxis of postoperative 
autohemotherapy. H. Fosre. Gynécologie, 1937, 36: 292. 

Postoperative tetanus. R. Stour. Zentralbl. f. Chir., 
1936, P. 3030. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Accidents caused by electricity. J. Uzac. Presse méd., 
Par., 1937, 45: 836. 

Trauma in surgery. F. J. Corron. Med. Rec., New 
York, 1937, 146: 8. 

The treatment of injuries to the hand and fingers with 
cod liver oil and plaster cast. K. E. HERtyN. Beitr. z. . 
klin. Chir., 1937, 165: 278. 

The treatment of injuries to the extremities in war time. 
H. Niessen. 61. Tag. d. deutsch. Ges. f. Chir., 1937, 
Berlin. 

Typical sport injuries and their treatment. W. KNoL1. 
Therap. d. Gegenw., 1937, 78: 145. : 

The early diagnosis of tetanus. M. C. pE Garis. Med. 
J. Australia, 1937, 1: 918. 

Vertebral injuries due to tetanus. O. WINTERSTEIN. 
Schweiz. med. Wchnschr., 1937, 1: 139. 

The toxin of burns. S. R. RoseNTHAL. Ann. Surg., 1937, 
106: III. 

Burrowing ulcers. J. W. Nixon. Texas State J. M., 
1937, 33:.216. 

The value of zinc peroxide in the treatment of chronic 
undermining burrowing ulcer. G. P. PENNOYER. Ann. 
Surg., 1937, 106: 143. 

Pulp-space infection. J. HarpMAN. Brit. M. J., 1937, 2: 
156. 
Treatment of carbuncles. G. OvENS. Lancet, 1937, 233: 
16. 

Gas gangrene treated with sulfanilamide. H. R. Bout- 
MAN. J. Am. M. Ass., 1937, 109: 254. 

A contribution on gas-bacillus infections in surgeons. 
K. H. BIsCHOFSWERDER. 1936: Frankfurt a. M., Disserta- 
tion. 

Healing in external anthrax infections. P. GraF. Arch. 
f. orthop. Chir., 1937, 37: 43°. 

Circulating antitoxin and resistance to experimental in- 
fection with staphylococci. M. L. Smiru. J. Path. & 
Bacteriol., 1937, 45: 305. 

Secondary streptococcal infection of the acromioclavicu- 
lar joint, of lymphogenic origin. Pathological, anatomical, 
and clinical picture of diseases of this joint. A. JrrAsEK. 
Zentralbl. f. Chir., 1937, p. 633. 

Severe streptococcal infection treated with prontosil and 
antiserum. O. P. CLark. Lancet, 1937, 233: 135- 

The mode of action of p-aminophenylsulfamide and some 
azo derivatives in experimental streptococcic septicemia. 
J. TréFOuEL, Mme. J. TREFOUEL, F. Nirti, and D. Bove. 
Presse méd., Par., 1937, 45: 830. (453) 

Cause of death in tularemia. L. Fosnay. Arch. Int. 
Med., 1937, 60: 22. 

Erysipelas. H. DoeRFLER. Muenchen. med. Wchnschr., 
1936, 2: 1913. (453) 

The treatment of erysipelas. M. J. Fox. Wisconsin M. 
J., 1937, 36: 528. . 

Biological treatment of erysipelas. H. Dasso and M. 
MANGUEL. An. Fac. de ciencias med., 1937, 1: 20. ; 

Agranulocytosis and para-aminobenzene sulphonamide. 
C. J. Younc. Brit. M. J., 1937, 2: 105. 


ot 
Cl 
J. 
C 
65 
Bi 
th 
an 
m 
Fy 
an 
26 
Ig 
IQ 
K 
N 
Cl 
pi 
eu 
ta 
ro 
ol 
H 
ro 
sh 
ok 
me 
Di 
Pa 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Some simple apparatus for the culture of surgical mag- 
gots used in the treatment of chronic osteomyelitis and 
other suppurative infections. M.S. Tarsuts. J. Lab. & 
Clin. Med., 1937, 22: 1055. 


Anesthesia 


Physiology and pharmacology of anesthesia. H. W. 
FEATHERSTONE. Brit. M. J., 1937, 2: 224. 

Progress in anesthesia. R. F. SHetpon. New England 
J. Med., 1937, 217: 64. 

Recent advances in anesthesia. J. BLomrretp. Brit. M. 
J., 1937) 2: 175. 

Analgesia, anesthesia, and the newborn infant. S. H. 
Cutrrorp and F. C, Irvine. Surg., Gynec. & Obst., 1937, 
65: 23 

Choice of anesthetic in general practice. 
Brit. M. J., 1937, 2: 126. 

Inhalation a in general practice. O. KRANER. 
Chirurg, 1937, 9: 14 

Effect of caanieale on the blood oxygen: I. A study of 
the effect of ether anesthesia on the oxygen in the arterial 
and in the venous blood. J. L. Saw, B. F. STEELE, and 
Cc. A. Lams. Arch. Surg., 1937, 35: 1. 

Certain narcotic experiments with evaporated ether in a 
medium at constant temperature (boiling point). P. 
FRASSINETI. Policlin., Rome, 1937, 44: sez. prat. 1145. 

Epidural segmentary anesthesia. M. CrezA RopricuEz 
and I. F. Canestri. An. Fac. de ciencias med., 1937, 1 
261. 

Evipan anesthesia. G. VipFELT. Nord. med. Tidskr., 
1937, P- 161. 

Complete evipan anesthesia. Vorcr. Zentralbl. f. Chir., 
1937, P- 656. 

The use of evipan sodium for major operative procedures. 
K. LANGE and H. WotrrersporrF. Chirurg, 1937, 9: 211. 

Cyclopropane: the new — agent. WILLIAMs. 
New Zealand M. J., 1937, 36: 190 

Vinethene anesthesia. H. Comtuares. Zentralbl. f. 
Chir., 1937, p. 678. 

The effect of strychnine, cardiazol, and coramin on res- 
piration and blood pressure in the dog during avertin and 
eunarcon anesthesia. G. FEGER. 1936: Hanover, Disser- 
tation. 


H. Luxis. 


485 


The retention of eunarcon in the tissues. 
Wehnschr., 1937, 1: 456. 

Combined anesthesia with rectidon local anesthesia and 
eunarcon. F. Cotmers. Zentralbl. f. Chir., 1936, p. 788. 

The use of metycaine in spinal anesthesia. E. B. Tuonry. 
Surgery, 1937, 2: 30. 

Headache after spinal anesthesia. H. Koster, L. P. 
KasMAN, and A. SHAPIRO. Arch. Surg., 1937, 35: 148. 

Discussion on the neurological sequela of spinal anes- 
thesia. M. Critcuiey, J. K. HAster, A. D. MACDONALD, 
and others. Proc. Roy. Soc. Med., Lond., 
1937, 30: 

A simplified method of controllable girdle spinal anes- 
thesia. Puitipprpes. 61. Tag. d. deutsch. Ges. f. Chir., 
Berlin, 1937. [455] 

Cocaine local anesthesia. E. DARMSTAEDTER. Schmerz, 
1936, 9: 155. 


E. Guet. Klin. 


Surgical Instruments and Apparatus 


A new antiseptic, choracid. K. ScHAUFLER. Vestnik 
khir., 1936, 43: 222. 

A new automatic valve for measuring air insufflations. 
C. M. Gratz. J. Bone & Joint Surg., 1937, 19: 835. 

A method for producing pyrogen-free water for intrave- 
nous therapy. L. F. BLEyER and M. Ronpe. Am. J. Surg., 
1037, 37: 136. 

A mechanical breast pump. C. E. Wutre. Am. J. Surg., 
1937, 37: 135- 

Self-lubricating catheterizing forceps. 
Am. J. Surg., 1937, 37: 132. 

Cotton thread as suture material; a simple method of its 
sterilization. V.M.Grnxovsky. Vestnik khir., 1936, 44: 27. 

Experiences with the new suture — “medrafil.” 
O. Rav. Zentralbl. f. Chir., 1937, p. 5 

A disadvantage of leaving metallic Sepidie permanently 
in the tissues. A. BEcLERE. Mém. |’Acad. de chir., Par., 
1937, 63: 726. 

Insulating patches and absorbable sutures made from 
fetal membranes. H. L. Jounson. New England J. Med., 
1937, 216: 978. 

A surgical suite with sterilizable operating rooms. M. F. 
MAsmontTeIL. Bull. et mém. Soc. d. chirurgiens de Par., 
1937, 29: 147. [456] 


R. E. Tyvanp. 


PHYSICOCHEMICAL METHODS IN SURGERY 


The visualization of the pulmonary artery by x-rays. 


Roentgenology 


The biological measurement of depth doses. C. PACKARD. 
Radiology, 1937, 29: 12. 

A biological test of the inverse square law as applied to 
roentgen radiation. H. D. Kerr and T. C. Evans. Radi- 
ology, 1937, 29: 45. 

he dependence of x- -ray erythema on wave length. J.C. 
Hupson. Radiology, 1937, 29: 95. 

The absorption of x-rays by the skin. H. L. BRosE and 
E. H. Moteswortu. Brit. J. Radiol., 1937, 10: 567. 

Diagnosis of surgical diseases, including differential and 
roentgen diagnosis. R. DEMEL. 1937: Wien, Maudrich. 

The effect of position on the productions of cyst-like 
shadows about the shoulder joint. W. W. Fray. Radi- 
ology, 1937, 28: 673. 

Cavity or pseudocavity. G. Luzzarto Frciz. Radiol. 
med., 1937, 24: 476. 

Attempts at planography. The skeleton and lungs. 
DELHERM, THOYER-RozAt, and BERNARD. Presse méd. 
Par., 1937, 45: 765. 


E. L. Rusin. Brit. J. Radiol., 1937, 10: sor. 
Radiokymographical study of movements of the pul- 
monary hilum. P. Cossto. Semana méd., 1937, 44: 1501. 
The value of the preliminary film without opaque media 
in the diagnosis of abdominal conditions. J. F. KELty and 
D. H. DoweEtt. Radiology, 1937, 29: 104. 
A comparison of methods of roentgen examination of the 
colon. J. T. CasE. J. Am. M. Ass., 1937, 108: 2028. 
Sources of error in radiological interpretation in tumors 
of bone. A. C. SINGLETON. Radiology, 1937, 29: 83. 
Differential diagnosis of bone tumors of the extremities 
by arteriography. P. L. FartNas. Radiology, 1937, 29: 20. 
Sequelz of x-ray treatment. C. D. EnrreELp. Kentucky 
M. J., 1937, 35: 341. 
Arteriography as a diagnostic and therapeutic medium. 
G. RINTELEN. Zentralbl. f. Chir., 1937, p. 615. [457] 
X-ray technique for the mandibular joint. RIESNER. 
Internat. J. Orthodontia & Oral Surg., 1937, 23: 740. 
Roentgen therapy of chronic sinusitis in children. R. R. 
RATHBONE. Am. J. Roentgenol., 1937, 38: 102. 


| 

F 
d 
e 
¥ 
& 
I. 
le. 


486 


Radiation of the thyroid: an experimental study in 
radiosensitivity of the thyroid. C. T. Eckert, J. G. Pros- 
STEIN, and S. Gattnson. Radiology, 1937, 29: 40. 

Roentgentherapy in Basedow’s disease. Indications. 
Results. P. Grpert. Bull. et mém. Soc. méd. d. hop. de 
Par., 1937, 53: 427- 

The radiographic appearance of the thorax in the vertical 
inverse position in normal and some pathological condi- 
tions. M. Mazzetti. Radiol. med., 1937, 24: 459. [457] 

Roentgen therapy in acute para-arthritis. A. A. DE 
Lormier. Am. J. Roentgenol., 1937, 38: 178. 

Roentgen ray in the treatment of non-malignant condi- 
tions. J. M. Hitton. Northwest Med., 1937, 36: 229. 

The value of pre- and postoperative irradiation in malig- 
nant disease. Proc. Roy. Soc. Med., Lond., 1937, 30: 1173. 

Radiation therapy in non-malignant gynecological condi- 
tions. W. D. Succes. South. M. & S., 1937, 99: 342. 

An investigation of x-ray films and developing solutions. 
C. WEYL, S. R. WARREN, Jr., and D. B. O’NeEtLi. Radi- 
ology, 1937, 29: 64. 

Centralized control for roentgen apparatus. P. D. Hay, 
Jr. Am. J. Roentgenol., 1937, 38: 72. 

When should we use the fluoroscope and when x-ray 
plates in injuries? L. BorHLer. Zentralbl. f. Chir., 1937, 

. 638. 

‘ Radiographic and radioscopic control during operation 
in a room illuminated by a helium lamp. RocHEr. Mém. 
l’Acad. de chir., Par., 1937, 63: 667. [458] 

Observations on the use of a lead diaphragm to collimate 
an x-ray beam for treatment purposes. M. C. REINHARD 
and C. F. CANpDEE. Am. J. Cancer, 1937, 30: 577. 

Planography. II. Mathematical analyses of the meth- 
ods, description of apparatus and experimental proof. J. 
R. Anprews and R. J. Stava. Am. J. Roentgenol., 1937, 

8: 145. 
. Construction and properties of a graphite condenser 
chamber. R. THorvus. Acta radiol., 1937, 18: 471. 

The determination of x-ray quality by filter methods. 

L. S. Taytor. Radiology, 1937, 29: 22. 


Clinical Entities—General Physiological 
Conditions 


Recent observations on referred pain. G. PHILLIPs. 
Australian & New Zealand J. Surg., 1937, 6: 350. 

A new operation for the control of pain. IvANISSEVICH 
and JAurecut. Bol. y trab. Soc. de cirug. de Buenos Aires, 
1937, 21: 205. 

Rheumatism in advancing years. C. W. BUCKLEY. 
Practitioner, 1937, 139: 37- 

Cholesterolemia. P. fine: J. de méd. de Bordeaux, 
1937, 114: 737- 

A new hemostatic remedy. O. MANSFELD. Magy. 
Noegydgy, 1936, 5: 177- 

Agranulocytic angina, purpura and tuberculous laryn- 
gitis complicating pulmonary tuberculosis. A. B. TAYLOR. 
Lancet, 1937, 233: 73- 

Biopsy. A. Feur. Arch. f. klin. Chir., 1936, 187: 1. 

Nuclear abnormalities resulting from inhibition of mitosis 
by colchicine and other substances. A. M. Brues and E. 
B. Jackson. Am. J. Cancer, 1937, 30: 504 

Some further physiological effects of cell ‘division stimu- 
lants and inhibitors. G. L. RonpENBURG and S. M. Nacy. 
Am. J. Cancer, 1937, 30: 512. 

Recovery in Locke’s solution of a retarding agent from 
immune rats. Woctom. Am. J. Cancer, 1937, 30: 477- 


INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


- from secondary —" shock. H. J. B 


The basis of construction and the function of apparatus 
for stereoscopy based on the principle of synchronous 
alternation of function of the tubes and of vision of the eyes. 
M. SEGRE. Radiol. med., 1937, 24: 392. 


Radium 


The distribution of _ rays round a ring source. 
J. E. Roperts and J. M. Honeysurne. Brit. J. Radiol., 
1937, 10: 515. 

On some histological changes produced in the mammalian 
brain by exposure to radium. H. A. CoLtwett and R. J. 
GiapsTonE. Brit. J. Radiol., 1937, 10: 549. 

An attempt at precision measurements of gamma rays. 
W. V. Mayneorp and J. E. Roperts. Brit. J. Radiol., 
1937, 10: 365. (458) 

The use of 200 to 600 millicurie radon pack in the treat- 
ment of malignant lesions. W. E. Howes. Am. J. Roent- 
genol., 1937, 37: 668. 


Miscellaneous 


The problem of the unit of dosage and the dosage in 
ultraviolet-light therapy. F. ELtincer. Acta radiol., 
1937, 18: 430. 

The action of ultraviolet rays on embryonic tissue. T. 
Popoviciu. Endocrin., Gynec. si Obstr. 1936, 1: 471. 

Effects of light, sun, and other rays on growth. O. 
Grasser. Cleveland Clin. Quart., 1937, 4: 212. 

Photographic images obtained in total darkness by both 
penetration and reflection of pag “eg radiation. L. C. 
Massopust. Radiology, 1937, 29: 

Short-wave therapy. RIcu. M. J., 1937, 

36: 185. 

Radiobiology and radiothanatology. G. PALTRINIERI. 
Radiol. med., 1937, 24: 367. (458) 

Bone proliferation and atrophy under the influence of 
short waves. K. E. Hertyn, M. Haas, and H. Rinne. 
Zentralbl. f. Chir., 1937, p. 811. 


Experimental study on the pathogenesis of traumatic 
shock. I. The toxic action of products of necrotic muscles. 
Il. Experiments with irritable sensory nerves. III. The 
réle of fat embolus in the pathogenesis of traumatic shock. 
P. N. VESELKIN, T. S. LinpENBAUM, M. E. Depp, and K. 
TAGIBEKOv. Vestnik khir., 1936, 44: 176, 187, 198. 

The effect of brachial plexus block on — suffering 
. Atkins. Brit. 
J. Surg., 1937, 24: 

The study of coil healing. M. R. Ret. Ann. Surg., 
1937, 105: 982. 

modified sieve graft; a full thickness skin graft for 
covering large defects. L. R. — and H. WItson. 
Surg., Gynec. & Obst., 1937, 65: 1 

Syndactylism. Repair by all thickness graft. 
Bopre. Mém. 1’Acad. de'chir., Par., 1937, 63: 503. 

The influence of vitamin A-D and D on the cicatrization 
of the tissues. F. Amprost. Policlin., Rome, 1937, 44: 
sez. chir. 273. 

Hand-Schueller-Christian diséase. H. J. TeEscHENDORT. 
Ergebn. d. med. Strahlenforsch, 1936, 7: 43. 60) 

A case of arabic elephantiasis. Relapse of elephantiasic 
J. de chir., 1937, 40: 


“Tropical elephantiasis. J. L. Lapeyre. J. de chir., 1937, 
49: 682. 


= 

I 
pat 
the 
mé 
cos 
193 
( 

gro 
cial 
Pre 
I 
J.1 
I 

gar 
7 
Mi 
7 
sele 
blo 
7 
Am 
§ 
anc 
fing 
Ass 
7 
che 
cha 
& I 

cer 
of 
in| 
] 
VE" 
WI 
he 
Pol 
Mi 
d 
me 
19; 
( 
Ob 
Me 

MA 

Ke 
Un 
( 
blo 
an 

72. 


Hereditary syndrome characterized by hypoplasia of the 
patella, malformation of the radius, and hemi-atrophy of 
the thumbnail. R. Monrtant and A. EGGERMANN. Presse 
méd., Par., 1937, 45: 770. 

Lack of recognition of the presence of alveolar echinococ- 
cosis in France. F. Devé. Mém. l’Acad. de chir., Par., 
1937, 63: 706. 

Chronic atrophic nephritis of infancy with arrest of 
growth and bone deformations (renal dwarfism) and asso- 
ciated syndromes. R. Marie, and M. JAMMET. 
Presse méd., Par., 1937, 45: 

Dermoid cysts ‘of the er a neck. G. B. NEw and 
J. B. Ertcu. Surg., Gynec. & Obst., 1937, 65: 48. 

Regarding tumor and injury. E. FENSTER. 1937: Stutt- 
cart, Enke. 

The management of pain in tumors. A. M. Docriortt. 
Minerva med., 1937, 28: 455. 

The thermolability of substances responsible for the 
selective movement of tumor cells in the presence . tumor 
blood. W. Morrett. Med. J. Australia, 1937, 2: 

The action of ferricyanide on tumor cells. B. a 
Am. J. Cancer, 1937, 30: 549 

Squamous epithelial eure cysts of the terminal phalanx 
and benign subungual squamous epithelial tumor of the 
finger. A. D. Bissett and A. Brunscuwic. J. Am. M. 
Ass., 1937, 108: 1702. [460] 

The effect of x-radiation on tumor production by a 
chemical compound in mice, and the associated blood 
changes. W. V. Mayneorp and L. D. Parsons. J. Path. 
& Bacteriol., 1937, 45: 35. 

Sex hormones and their relation to tumors. L. Logs, 
E. L. Burns, V. Suntzerr, and M. Moskopr. Am. J. Can- 
cer, 1937, 30: 47. 

Sex hormones and cancer. Some effects of the interplay 
of sex hormones upon the incidence of mammary cancer 
in mice. W.S. Murray. Am. J. Cancer, 1937, 30: 517. 

Report on three urinary tests in cancer cases. E. HAR- 
veY. Irish J. M. Sc., 1937, 138: 267. 

A further study of the structure of teratomas. R. A. 
Wis. J. Path. & Bacteriol., 1937, 45: 40. 

The clinical and biological importance of Citelli-Piazza’s 
hemoclastic test in malignant tumors. U. FOGLIAnt. 
Policlin., Rome, 1937, 44: sez. chir. 292. 

A case of implantation of malignant tumor from man to 
man. L. A. SMOLJANINOV. Vestnik khir., 1936, 44: 80. 

A plea against defeatism in malignancy. A. ScHWyZzER. 
Minnesota Med., 1937, 20: 434. 

Two cases of sen tumor. H. W. WuNDERLY. Med. 
J. Australia, 1937, 2: 

A gigantic tumor of ie thigh. (Conjunctivoma in old 
men). E. SpépER and J. Larrorer. Ann. d’anat. path., 
1937, 14: 431. 

Chordoma. J. “ied and E. Mexte. Surg., Gynec. & 
Obst., 1937, 65: 4 

I. E. Nasnand N. F. Laskey. 
J. Urol., 1937, 38: 81. 

The treatment of malignant tumors. SCHOENBAUER. 
Med. Klin., 1937, 1: 185. 

The diagnostic value of Klein’s cancer test. H. NAsE- 
MANN and E. WEBER. Muenchen. med. Wchnschr., 1937, 
I: 255. 

The nature, recognition, and treatment of cancer. F. 
Koentc and E. SEIFERT. 1937: Stuttgart, Enke. 


Statistics on morbidity and mortality from cancer in the 
United States. L. I. Dustin. Am. J. Cancer, 1937, 29: 
736. [461] 

Carcinoma diagnosis by determination of lipase in the 
blood serum and Fuch’s carcinoma reaction. F. BERNHARD 
and K. Korenter. Deutsche Ztschr. f. Chir., 1936, (403i 


72. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


487 


Compounds synthesized from prcteins and carcinogenic 
hydrocarbons. H. J: CREECH and W. R. Franks. Am. J. 
Cancer, 1937, 30: 5 

Dyskeratosis, epitheliomas and melanosarcoma 
in a child of three years with xeroderma pigmentosum. 
F. FLarER. Riforma med., 1937, 53: 635. 

Effect of fatty acid structure on inhibition of growth of 
chicken sarcoma. O. M. HELMER and G. H. A. CLowEs. 
Am. J. Cancer, 1937, 30: 553. 

The importance of antitoxin in surgery. S. A. KLEIN. 
Rev. de chir., Par., 1937, 56: 237. 

The significance of regeneration in operative procedures. 
J. Erti. 61. Tag. d. deutsch. Ges. f. Chir., Berlin, 1937. 

Hereditary diseases and insurance from the surgical 
standpoint. K. H. Bauer. Arch. f. orthop. Chir., 1937, 
37: 304. 


General Bacterial, Protozoan, and Parasitic 
Infections 


Severe general blood infections. 
med. Wchnschr., 1936, 2: 1300. 

Sepsis. L. Weryricu. Mitt. a. d. Grenzgeb. Med. u. 
Chir., 1936, 44: 459. 

Immunity response in septicemia. B. B. SEN. J. Indian 
M. Ass., 1937, 6: 504. 


F. SCHUERER. Wien. 


Ductless Glands 


The influence of fasting on thyroparathyroidectomized 
albino rats. R. D. TEMPLETON, E. L. Boron, V. GENITIS, 
and E. A. GALAPEAUX. Endocrinology, 1937, 21: 541. 

Parathyroidal syndromes. A. JunG. Rev. de chir., Par., 
1937, 56: 303. 

Removal of a parathyroid adenoma for Recklinghausen’s 
fibrocystic osteitis. R. Grasso. Policlin., Rome, 1937, 
44: sez. chir. 304. 

Hyperparathyroidism. J. E. Jacoss and J. D. Biscarp. 

m. J. Surg., 1937, 37: 27. 

Further experience in the diagnosis of hyperparathy- 
roidism, including a discussion of cases with a minimal 
degree of hyperparathyroidism. F. Atpricut, A. W. SuL- 
kKowITcu, and EF. BLoomBerc. Am. J. M. Sc., 1937, 193: 
800. 

Treatment of Cushing’s syndrome with large doses of 
estrin. A. M. Grit. Lancet, 1937, 233: 70. 

Relation of Vitamin E to the anterior lobe of the pituitary 
gland. M. M. O. Barrie. Lancet, 1937, 233: 251. 

Postpartum necrosis of the anterior pituitary. H. L. 
SHEEHAN. J. Path. & Bacteriol., 1937; 45: 189. 

The standardization of anterior pituitary hormones. J. 
B. Cotte. Am. J. Obst. & Gynec., 1937, 33: 1010. [462] 

Some problems of clinical medicine and experimental 
endocrinology. A. Z. Kozpona. Vestnik khir., 1936, 43: 

5. 

The status of biometry in endocrine diagnosis. S. G. 
Berxow. Am. J. Obst. & Gynec., 1937, 34: 114. 

The progress of endocrine surgery. L. MAYER. Bruxelles- 
méd., 1937, 17: 1056. 

Neural and endocrine factors in bodily defense. F. M. 
POTTENGER. Endocrinology, 1937, 21: 440. 

Clinical experiences with protamine insulin in its various 
modifications. A. Rupy. Endocrinology, 1937, 21: 544. 

Cachexia hypophyseopriva (Simmonds’ disease). R. P. 
RecEsteR and T. D. Currie. Endocrinology, 1937, 21: 


58. 

The effect of artificially raised metabolic rate on the 
electro-encephalogram of schizophrenic patients. M. A. 
Rusty, L. H. Cowen, and H. Hoacianp. Endocrinology, 
1937, 21: 536. 


488 


Emphasis of the growth effect of prolactin on the crop 
gland of the pigeon by arrest of mitoses with colchicine. 
C. P. LEBtonp and E. ALLEN. Endocrinology, 1937, 21: 
455. 
Ovaries secrete male hormone. R. T. Hitt. Endocrinol- 
OY, 1937, 21: 495. 

The sex glands: their anatomy, physiology, and bio- 
chemistry. E.C. Dopps. Brit. M. J., 1937, 2: 163. 

Male hormone and the testis-comb relationship in the 
chick. W. R. BRENEMAN. Endocrinology, 1937, 21: 503. 

The specificity of progesterone in inducing sexual recep- 
tivity in the ovariectomized guinea pig. R. HERTz, R. K. 
a and M. A. SprerMan. Endocrinology, 1937, 21: 


itive of the protective influence of adrenal hormones 
against tuberculosis in guinea pigs. F. M. PoTTENGER, JR. 
and J. E. Porrencer. Endocrinology, 1937, 21: 5209. 

The effects of hypophyseal implants from guinea pigs 
with irradiated ovaries on the sex organs of immature 
guinea pigs. I. G. Scumipt. Endocrinology, 1937, 21: 4609. 

The effects of hypophyseal implants from normal ma- 
ture guinea pigs on the sex organs of immature guinea pigs. 
I. G. Scuipt. Endocrinology, 1937, 21: 461. 


INTERNATIONAL ABSTRACT OF SURGERY 


The excretion of gonadotropin by normal human males 
after the ingestion and injection of extracts of pregnancy 
urine. M. H. FrrepMan and G. L. WEINSTEIN. Endo- 
crinology, 1937, 21: 480. 

Effect of emmenin on gonadotropic hormone excretion in 
castrates and spontaneous menopause. U. J. SALMON and 
R. T. Frank. Endocrinology, 1937, 21: 476. 

The use of glycerol extract of the adrenal cortex in the 
treatment of adrenal insufficiency. F. A. HARTMAN, G. W. 
Tuorn, and R. R. Durant. Endocrinology, 1937, 21: 516. 

Factors determining and limiting the growth of trans- 
planted suprarenal cortical tissue. L. C. Wyman and C. 
TUM SuDEN. Endocrinology, 1937, 21: 523. 

The effect of hypophyseal injection and implants on the 
activity of hypophysectomized rats. C. P. RICHTER and 
J. F. Eckert. Endocrinology, 1937, 21: 481. 

Reversal of estrin-induced prostatic pathology in mice 
by the use of testosterone. H. P. Ruscu. Endocrinology, 
1937, 21: 511. 


Hospitals; Medical Education and History 
La Mettrie. W. M. Mittar. Surgery, 1937, 1: 623. [463] 


p= 
pre: 
mel 
tior 
orig 
rect 
the 
yea 
up¢ 
use 
of 1 
me! 
gro 
ula 
} 
the 
of 1 
bes 
ker 
ker 
(ch 
ker 
Gu 
mil 
the 
of 
ma 
hui 
F 
Mei 


